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Polio-Like Diseases in South Florida 


M. M. Sicet, Pu.D., M. J. Taxos, M.D.,t G. G. ScHLArEprer, B.A.., 
M. C. LAUNER AND R. V. CaTING, R.N. 


MIAMI 


Ten years ago, the Virus Diagnostic Labora- 
tory was successful in determining the exact cause 
of illness in approximately 20 per cent of patients 
with aseptic meningitis. At the Virus Diagnostic 
Laboratory at Children’s Hospital in Philadelphia, 
one of the authors obtained positive results from 
34 of 155 patients tested by serologic procedures. 

By contrast, nine years later the Virus Diag- 
nostic Laboratory at Variety Children’s Hospital 
and the University of Miami School of Medicine 
obtained 93 positive results in 165 patients (56 
per cent) with meningitis, polio and polio-like 
diseases (table 1). The advent of tissue culture 
and the application of this technic for the diag- 
nosis of viral diseases have increased the efficiency 
of the laboratory by over two and a half fold. 
While the serologic test is still much in use and 
provides a relatively simple and inexpensive diag- 
‘nostic tool, by and large many of the answers to 
illnesses resembling: polio have come from the 
-utilization of tissue culture. 

Although cultivation of cells and tissues in 
vitro thas been practiced on a limited scale for over 


30 years, the development and growth of applied 


tissue culture for diagnosis and epidemiologic 
study is young. It was exactly 10 years ago that 
Enders, Weller. and Robbins? first discovered 
that poliomyelitis virus could multiply in tissue 
culture. This discovery, which rightly earned the 
Nobel] Prize, was to lead to the subsequent de- 
velopment of a vaccine against poliomyelitis as 
well as to the large scale application in the diag- 
nosis of polio and pdlio-like diseases. Tissue cul- 
ture has been responsible for the recognition of a 
large number of heretofore unknown agents in- 
habiting the intestinal tract, and a number of 
+Deceased E 
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these are now being associated with illnesses re- 
sembling polio. Many of these viruses have been 
generally classified as ECHO viruses, or Enteric 
Cytopathogenic Human Orphan viruses. The name 
“Orphan” implies their lack of affiliation with 
specific disease, but, as will be discussed later, 
the term may no longer be applicable to several 
of these agents. 

The physician is becoming aware of the ex- 
istence of viruses belonging to the ECHO cate- 
gory. He often is puzzled as to their significance 
and sometimes considers them as laboratory curi- 
osities. Certainly, the name justifies such an opin- 
ion. Be that as it may, the ECHO viruses and 
the somewhat earlier discovered group of Cox- 
sackie viruses which emerged into prominence 
following the classical work of Dalldorf and 
Sickles? are becoming recognized. Increasing ¢lini- 
cal importance is being attached to them with each 
succeeding year and with the development of 
better tests and the establishment of more labora- 
tories. - 

Among the 165 patients being discussed today, 
35 were hospitalized with various degrees of pa- 
ralysis. Among the 35 patients, 29 yielded virus, 
as shown in table 2. Thus a total of 82 per cent 
of paralytic patients had some virus present in 
their stool. Twenty had Polio Type 1 virus, eight 
had Polio Type III virus, and one yielded Cox- 
sackie B, virus. It is likely that the B, Coxsackie 
virus was merely an innocent bystander in this 
particular illness, as we did not obtain serologic 
confirmation to implicate this virus as a possible 
cause of the paralysis. 

Table 3 shows the breakdown of findings in 
patients suspected of having viral aseptic menin- 
gitis. Among 130 patients, 64 had _ virus 
in their stool or spinal fluid. This is a frequency 
of 49 per cent. Thus, in contrast to patients with 
paralysis, among whom 82 per cent had a virus 
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Table 1—Comparison of Effectiveness of 
Serologic and Tissue Culture Test Procedures 




















Year Type of Number of Number | Per Cent 
Test Patients Tested | Positive | Positive 
1949 Serologic 155 34 22 
Virus isolation 
1958 in 165 93 56 
tissue culture 

















Table 2.—Virus Isolations From Patients 
With Suspected Paralytic Polio 














Number Virus Isolated Total |Per Cent 
Tested Isolations |Isolations 
Type I| Type III|}Coxsackie Bi 
35 20 8 1 29 82 














Table 3.—Virus Isolations From Aseptic 
Meningitis; 130 Patients 








Virus Isolated Number of Isolations 





Polio Type I 

Polio Type III 
Coxsackie Bz 
Coxsackie B, 
Coxsackie Bs 
Coxsackie Av 
ECHO-4 

ECHO-9 

Other ECHO’s, misc. 


ee 
OPALPAN WW) 





Total 64 (49%) 


Table 4.—Relationship of 29 Poliovirus Isolations 
From Paralytic Patients to Previous Polio 
Imm tion 












































Number of Injections 

of Antipolio Vaccine 
Virus Type 

0 1 2 3 Unknown 

Type I 18 2 0 0 0 
Type III 7 0 (¢) 2 0 
Total 25 2 1) 2 0 
Per cent based 
on 29 positive 86 7 0 , 0 
isojations 
Per cent based 
on all paralytic | 71 6 0 6 0 
patients (35) 
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present, a large proportion of the patients with 
meningoencephalitis did not yield a known virus. 
It is, therefore, possible that other causes, so far 
unknown, may be responsible for about 50 per 
cent of the cases of aseptic meningitis. It should 
be pointed out, however, that failure to isolate 
the virus did not rule out possible infection with 
a given agent. As confirmation of this observa- 
tion, serologic results with some of the patients 
indicated that viruses of the Coxsackie group and 
mumps virus were associated with some of the ill- 
nesses in patients from whom virus could not be 
isolated. If we were to include serologic results 
along with the virus isolation findings, the positive 
results would be increased to 58 per cent. 

An important conclusion which may be drawn 
from table 3 is that poliovirus accounted for a 
small percentage of patients with aseptic menin- 
gitis. The highest percentage of patients had the 
viruses of ECHO-4, ECHO-9 and other types of 
ECHO viruses. 

The question is raised as to the frequency of 
infection with polio and with related viruses in 
persons who have received antipolio vaccines. The 
findings in paralytic patients relating to this point 
are shown in table 4. It may be seen that 25 of the 
29 paralytic patients from whom poliovirus was 
isolated received no polio vaccination. Two pa- 
tients yielding virus had one shot of vaccine, and 
two patients had three inoculations of vaccine. 
These results indicate that a majority of paralytic 
patients from whom poliovirus could be isolated 
were in the nonvaccinated group. Results of virus 
isolations from nonparalytic patients as related 
to polio immunization are shown in table 5. It is 
seen that immunization is without effect on the 
incidence of isolation of enteric viruses other than 
polio from such patients. 

The breakdown of positive results by month 
of illness is shown in table 6. It is rather interest- 
ing to note that poliovirus was found in relatively 
high percentages of polio and polio-like illnesses 
during January, November and December, in 
spite of the relatively small number of specimens 
submitted during these months. On the other 
hand, other viruses appeared to predominate dur- 
ing the months of June, July, August and Septem- 
ber. It was during these months that both the 
medical profession and the press were concerned 
over the high increase in so-called poliomyelitis. 
It is, therefore, not surprising to find that large 
numbers of specimens were submitted for exami- 
nation. Yet, in spite of the large number of speci- 
mens, there was little polio, and the high predomi- 
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Table 5.—Relationship of Virus Isolations From 
Nonparalytic Patients to Previous Polio 
Immunization 








Number of Injections 
Virus of Antipolio Vaccine 


























Isolation Total 
i 0 1 2 3 Unk’n 

Polio 5 1 1 3 10 
Coxsackie A 4 4 
Coxsackie B 4 1 5 1 11 
ECHO-4 4 1 5 3 3 16 
ECHO-9 3 3 6 2 14 
ECHO’s-other| 2 1 3 1 2 9 
Negative 20 7 11 21 7 66 
Total 38 11 23 40 18 130 
Per cent 

positive for 13 9 4 0 17 8 
poliovirus 





Per cent 
positive for | 34 27 48 48 44 42 


other entero- 
virus _ 
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nance was among the Coxsackie and Echo viruses. 

It may be of interest that ECHO-9 virus, 
which clinically was associated with illnesses 
characterized by rash, meningitis, or rash with 
meningitis, first made its appearance in our lo- 
cality in May and persisted throughout Septem- 
ber; ECHO-4 appeared somewhat later and was 
still with us in October. . 

During the month of May, when only one 
case of polio-like illness yielded ECHO-9 virus, 
this virus was responsible for a small localized 
outbreak of a clinical entity characterized by a 
peculiar rash. This outbieak will be discussed 
separately at another opportunity. 

The distribution of positive virus isolations 
from different sources is given in table 7. It may 
be seen that 87 stools were positive for virus; 14 
spinal fluids were positive; and viruses were iso- 
lated in eight instances from both stool and 
spina] fluid. It is noteworthy that, whereas all 
types of viruses could be demonstrated in the 
stools, the spinal fluids yielded only ECHO and 
Coxsackie viruses, a fact in keeping with the 
previously known information about the rarity of 
poliovirus isolation from the spinal fluid. 


Table 6.—Frequency of Virus Isolations From Polio and Polio-Like Diseases in 1958 












































Virus Isolations 
Number of ||Poliovirus Coxsackie ECHO 
Month Specimens 
Negative 
I | IIT} Ao B, | Bs | 4 9 | Other 

January 3 2 1 
February 2 2 
March 5 2 3 
April 2 1 1 
May 7 : 2 1 1 2 1 
June 16 4 1 1] 3 2 4 
July 44 2]1 Seaen z. 1 26 
August 38 si2 3 3 5 z 18 
September 27 4 3 2 2 4 1 1 10 
October 5 1 1 3 
November 7 4 1 2 
December 9 8 1 
Total 165 27 | 12 | 4 2 6 | 16] 14 9 72 
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Table 7.—Sources of Positive Virus Isolations 
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Source of Virus Isolation 
— Stool Spinal St ool and Total 
Fluid | Spinal Fluid 
Polio I 27 27 
Polio III 11 11 
Coxsackie A» 4 2 2 8 
Coxsackie B: 1 1 
Coxsackie Bz 3 3 
Coxsackie B, 2 2 
Coxsackie Bs 5 1 6 
ECHO-4 14 - 2 20 
ECHO-9 11 7 4 22 
ECHO’s-other 9 9 
Total 87 14 8 109 

















During the year, there were many patients 
seen by physicians and also admitted to the hospi- 
tal who presented clinical pictures consistent with 
a diagnosis of nonparalytic polio or aseptic menin- 
gitis. As illustrated by the three case histories 
presented herein, it was difficult if not impossib!e 
to ascertain clinically which of the particular 
viruses of the enteric group—polio, Coxsackie or 
ECHO—may have been associated with the par- 
ticular clinical picture. It is in this particular area 
that the Virus Diagnostic Laboratory provides the 
greatest service to the practicing physician. No 
one can question the value of the laboratory to 
the public health officer or to the community at 
large or to research, but the type of findings pre- 
sented today illustrates that even the clinician 
may derive benefit from the tests performed in 
the virus laboratory. The findings accentuate the 
value of polio vaccination. Furthermore, they in- 
crease the knowledge about the existence of agents 
capable of producing illness mimicking in many 
respects some type of poliomyelitis. 

Finally, they have brought about greater reali- 
zation as to the continued need for research and 
clinical and virologic investigation on the causa- 
tion of diseases of the central nervous system and 
the possible importance of agents inhabiting the 
gastrointestinal tract as causes of such illnesses. 


Report of Cases 


Case 1—A 16 year old white female 
Date of admission; 9/14/58 
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History: 
Headache for four days; chills and fever for two 
days. Nausea and vomiting, with fever, on date of 
admission. Pain in left side of chest. No polio immuni- 
zation. 
Physical findings: 
Head and neck: severe stiffness of neck, otherwise 
negative 
EENT: Not remarkable 
Heart: Tachycardia, no murmurs 
Chest and lungs: Chest symmetric; lungs clear, breath 
sounds normal, no rales 
Abdomen: Soft, no tenderness, no mass or rigidity 
Lymphatics: Negative 
Neurologic: Stiff neck, positive Kernig’s sign, no 
weakness ‘ 
Extremities: Negative 
Impression: Aseptic meningitis 
Laboratory findings: 


Spinal fluid: 9/14/58 590 WBC Sugar 72 mg.% 
(cloudy) 14% polys Protein 58 mg.% 
86% lymphs Pandy: not in- 
creased 
Blood: 9/14/58 
10,500 WBC 
65 segs 
31 lymphs 
2 stabs 


Coxsackie B-5 virus isolated 





Case 2.—A 5 year old Negro male 
Date of admission: 8/20/58 
History: 
Patient in good health until three days before ad- 
mission; then developed headache, fever and nose 
pain. No vomiting, diarrhea or cough. Rash on face 
for one week. One polio vaccination, five days prior 
to admission. 
Physical findings: 
EENT: Injected and hypertrophied inferior nasal tur- 
binates 
Skin: Rash on face, warm and dry 
Lungs: Clear to P and A 
Heart: No murmurs 
Neck: Stiff, positive Kernig’s sign 
Abdomen: Negative 
Neurologic: Normal 
Genitalia: Normal male 
Back: Back muscles stiff 
Impression: Aseptic meningitis 
Laboratory findings: 
Spinal fluid: 8/20/58 
Culture negative for bacteria 


20 WBC Sugar 64 mg.% 
15% polys Protein 25 mg.% 
85% lymphs Chlorides 126 
mg.% 
Pandy: not in- 
creased 
Blood: 8/20/58 
5,650 WBC 
30 lymphs 
67 segs 
2 stabs 
1 eosin 


Poliovirus type I isolated 





Case 3.—A 15 year old white male 

Date of admission: 8/20/58 

History: 
Headache for three days, stiff neck for two days. 
Fever to 102 F. orally. Difficulty in talking, voice 
changes noted by mother. Sore throat, vomiting and 
fever. No polio immunization. 

Physical findings: 
Marked stiff neck 
No muscle weakness 
Hamstring tightness 
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Impression: Aseptic meningitis 
Lzvoratory findings: 
Spinal fluid: 8/20/58 


(cloudy) 
Culture negative for bacteria 
1,558 WBC Sugar 72 mg.% 
75% lymphs Protein 86 mg.% 
25% polys Pandy: increased 
8/23/58 
(bloody) 


Culture negative for bacteria 
19 WBC Protein 107 mg. 
60% lymphs %  (centrifu- 
40% polys ged) 
Blood: 8/21/58 
7,400 WBC 
46 lymphs 
45 segs 
2 monos 
4 stabs 
2 eosin 
1 baso 
ECHO-9 virus isolated 


References 


1. Sigel, M. M.; Henle, W., and Scott, T. F. M.: Virus 
Diagnostic Research Laboratory; Consideration of Its Im- 
portance in Maintaining Ccommunity Health Based on 2 
Years’ Actual Operation, Pennsylvania M_ J. 52:372-378 
(Jan.) 1949, 

2. Enders, J. F.; Weller, T. H., and Robbins, F. C.: Culti- 

vation of Lansing Strain of Poliomyelitis Virus in Cultures 

of Various Human Embryonic Tissues, Science 109:85-87 

(Jan. 28), 1949. 

3. Dalldorf, G., and Sickles, G. M.: Unidentified, Filtrable 
Agent Isolated From Feces of Children With Paralysis, 
Science 108:61-62 (July 16) 1948. 


Variety Children’s Hospital 


Discussion 


NATHAN J. SCHNEIDER, PH.D., M.P.H., JACKSONVILLE, 
Director, BuREAU OF LABORATORIES, FLORIDA STATE 
Boarp oF HEALTH: The data presented by Dr. Sigel this 
morning emphasize the need for physicians to be aware 
of the large number of viral agents associated with polio- 
like diseases. Definitive diagnosis of the etiology of such 
diseases, particularly in cases of nonparalytic polio or 
aseptic meningitis, requires assistance from the virus 
laboratory. The establishment of the etiologic agent in- 
volved, while not generally required for therapy, is useful 
to the clinician from an epidemiologic point of view. Such 
vital data are also required in maintaining adequate 
poliomyelitis surveillance and in evaluating the effective- 
ness of the Salk vaccine immunization program. 

In Florida, there are two viral diagnostic laboratory 
facilities available to the practicing physician and to local 
health departments; the one mentioned by Dr. Sigel in 
his presentation this morning serves the Variety Children’s 
Hospital and the Dade County area. The other laboratory 
is located in Jacksonville as part of the Bureau of 
Laboratories of the Florida State Board of Health. Its 
services are available to physicians‘within the state of 
Florida. Appropriate specimens properly frozen and 
packaged should be shipped via air express to reach the 
state laboratory as quickly as possible. Experience during 
the past several years has indicated the feasibility of 
providing viral diagnostic service from a distant labora- 
tory. Unless, however, such specimens reach the laboratory 
in proper condition to insure that the virus, if present, 
is viable, there is little value in attempting costly viral 
isolation studies. 

With your permission, I would like to show two 
tables which will permit a comparison of the experience 
of polio-like diseases on a statewide basis with that 
which occurred in South Florida. 

In table 1, there are presented the findings obtained 
in the State Virus Diagnostic Laboratory on 579 patients 
with central nervous system symptoms during 1958. A 
positive diagnostic laboratory finding was obtained in 253 
or 43.7 per cent of these patients. You will note that 
etiologic agents listed on the chart include lymphocytic 
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Table 1.—Laboratory Findings* on 579 Patients Manifest- 
ing Central Nervous System Symptoms 

















Etiologic Agent Positive Negative 
LCM 1 396 
Mumps 20 392 
EEE 1 395 
WEE 0 172 
SLE 0 396 
Polio type 1 102 399 
Polio type 2 10 491 
Polio type 3 16 485 
ECHO type 4 2 

ECHO type 9 59 440 
Coxsackie type Av 8 

Coxsackie type Bs 2 

Coxsackie type B, 2 

Coxsackie type B; 18 481 
Leptospirosis 12 291 





Total Positives 253 (43.7 per cent) 


* Performed during 1958. 


choriomeningitis (LCM), mumps, the arthropod-borne 
encephalitis viruses and leptospirosis, in addition to the 
enteroviruses considered by Dr. Sigel. The importance of 
including these additional agents is apparent when you 
note that there was laboratory evidence of 20 cases of 
mumps and one case each of lymphocytic choriomeningitis 
and eastern equine encephalitis. Also 12 cases of lepto- 
spirosis were determined serologically on paired acute and 
convalescent phase serums from patients with an aseptic 
meningitis syndrome. In all of. these cases, viral etiology 
had been suspected by the clinician. 

Our experience with the enteroviruses in 1958 was 
similar to that reported by Dr. Sigel. There were 128 
patients whose reactions to tests were positive for polio; 
61 were infected with ECHO and 30 with Coxsackie 
viruses. A large number of ECHO-9 agents were found 
in patients from the Northeast Florida area during the 
early spring and from the Polk County area during the 
summer. Also in Polk County, we encountered a wide 
variety of all of the enteroviruses, including type 1 and 
an occasional type 3 polio virus. Coxsackie agents were 
found statewide. 

In table 2, data are presented to compare two sero- 
logic tests for polio, the neutralization and the comple- 
ment fixation procedures. All patients in this study had 
been found to be infected with a polio virus as proved by 
isolation of the virus in the stool at the time of illness. 
One, therefore, might expect a reasonably high percentage 
of serologic confirmation of the infection. Yet, by the 
neutralization test, in only 45.8 per cent of the paralytic 
cases were there positive reactions serologically as com- 
pared to 22.6 per cent in aseptic meningitis cases. A some- 
what better confirmation of infection was obtained with 
the complement fixation test, 62.5 per cent positive re- 
actions among the paralytic cases as compared to 18.4 
per cent among the nonparalytic cases. Although the 
numbers of patients in the study were small, there is 
suggestive evidence that the complement fixation test is 
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Table 2.—Comparison of Effectiveness of Polio Serologic Tests on Patients From Whom Polio Virus Was Isolated 






































| Neutralization (1957*) Complement Fixation (1958*) 
Clinical Status Positive** Positive** 
Negativet Negativet 
No. Per No. Per 
Cent Cent 
Paralytic | 11 45.8 13 10 62.5 6 
Aseptic meningitis | 7 22.6 24 9 18.4 40 
(nonparalytic) 




















od Two separate groups of patients. 


** Significant rise in titers of paired serums against homotypic strain. 


+ Absence of significant rise. 


preferable to the neutralization test from a diagnostic 
point of view. More importantly, it must be emphasized 
that one should not depend on serologic tests alone in 
polio laboratory diagnostic work. Stool specimens should 
be examined for enteroviruses as part of an adequate 
laboratory study of polio-like diseases. You, therefore, 


can appreciate why we in the laboratory need both stool 
and blood specimens on the patient to determine the 
etiologic cause of the illness. 

Finally, I would like to commend Dr. Sigel for an 
excellent and timely presentation and to thank you for 
the opportunity to discuss his paper. 


The Juvenile Amputee 
Preliminary Report of the Problem in Florida 


Newton C. McCottoucu, M.D. 


ORLANDO 


The juvenile amputee can be defined as any 
amputee under 16 years of age. At this point in 
age there is a division of many of the individual 
reactions to the problem of amputation, both 
psychologically and physically, which permits two 
fairly definite groupings, the adult and the juve- 
nile amputee. 

Surgical indications as to the level of amputa- 
tion vary widely in both categories, as do pros- 
thetic prescription, fitting and training. Clarifica- 
tion for all concerned is indicated, especially in 
the light of new conceptions as to management 
and recent prosthetic developments. 

In 1955 the prosthetic division of The Nation- 
al Research Council, realizing the divergence of 
the juvenile and adult amputee groups in pros- 
thetic fitting and training and the importance of 
the child amputee in the crippled children’s popu- 
lation, organized the Committee on Child Pros- 
thetics Problems, headed by Charles H. Frantz, 
M.D., as an advisory group to the Committee on 
Prosthetic Research and Development. The re- 
search and development of children’s appliances 


at the Army Prosthetic Research Laboratory at 
Walter Reed Medical Center in Washington, 
D. C., has produced devices allowing a greater 
latitude in the fabrication of prostheses than ever 
before known. Dr. Frantz and Dr. George T. 
Aitken, of Grand Rapids, Mich., under the aus- 
pices of the Michigan Crippled Children’s Com- 
mission, Carlton Dean, Director, have done 
pioneer work in the field and have developed 
since 1949 at Mary Free Bed Hospital a clinic 
and research center of now international authori- 
ty. The Prosthetic Division of the National Re- 
search Council, with the aid of the Veterans Ad- 
ministration, has established training schools at 
New York University and the University of Cali- 
fornia, at Los Angeles, to educate surgeons, pros- 
thetists, physical therapists and occupational 
therapists as to proper fitting, training and man- 
agement of the amputee. This step has been es- 
sential in the light of the brilliant prosthetic engi- 
neering advances of the University of California, 
at Berkeley and Los Angeles, and the painstaking 
field testing and evaluation of new devices at 
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New York University. Many of these appliances 
ar: still, and will be in the future, of necessity 
te:ted by carefully selected participating clinics 
thoughout the United States, before their manu- 
facture and sale to the public will be permitted. 

The team approach, fostered by both training 
schools, to the juvenile and adult amputee has 
been widely taught and accepted as achieving the 
hizhest degree of service for the patient. The team 
consists of a surgeon, the prosthetist, physical 
therapist and medical social worker, or for the 
adult a Vocational Rehabilitation worker. The 
provision of a psychologist is a valuable addition 
to the team. All members have special knowledge 
in their fields and by open discussion prescribe 
and fit the proper prosthesis and issue proper 
training and guidance. The surgeon is the captain 
and coordinator of the team, which provides: 

1. Examination and evaluation of the child 

amputee. 

2. Preprosthetic corrective physical and oc- 
cupational therapy, when needed. 

3. Fabrication and fitting of a prosthesis. 

4. Postfitting, inpatient training period and 
controlled recreational activities. 

5. Outpatient follow-up clinics, requiring a 
minimum of four visits annually, to correct 
mechanical defects from wear and tear, 
breakage or component failures. 

The ever increasing growth of the child re- 
quires periodic lengthening and/or socket enlarge- 
ment to accommodate for increase in muscle mass 
and variation in height and weight. 

The juvenile amputee has tremendous emo- 
tional adjustments as his personality develops, 
which are complicated and augmented frequently 
by parental nonacceptance of the child’s predica- 
ment and prosthetic therapy. “It is a peculiar 
phenomenon of psychology that the recommenda- 
tion for a lower extremity prosthesis is readily 
acceptable, but contrarily, there is at times a tend- 
ency to reject an upper extremity prosthesis. 
This phenomenon usually pertains to girls with 
the reluctance exhibited by the mother. In the 
congenital group the refusal may be nurtured by 
deep roots of guilt activated by fear of a heredi- 
tary taint. In the traumatic group the guilt often 
springs from a deep feeling of negligence in refer- 
ence to the episode causing the accident. Both 
these basic reactions manifest themselves and may 
convey the impression of a blind reluctance to ac- 
cept the presence of a functional disability. An ex- 
cuse not unusual is the revulsion to the cosmetic 
appearance of the terminal hook. It is understand- 
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able that such feeling on the part of the parents 
can be readily transferred to the child.”? This 
attitude by the parents often spells defeat in 
proper fitting and training in spite of an intelli- 
gent and cooperative effort on the part of the pa- 
tient. It follows that careful parental approach 
and education are as important in reaching the 
goal of a good functional juvenile prosthetic wear- 
er as are the prescription and the fitting of the 
prosthesis and the training that follows. 

The physical aspects vary greatly from those 
of the adult amputee. There is rarely a phantom 
limb in traumatic amputees under 10 years of age 
and it is never present in the congenita] group. 
The healing of skin and other soft tissues occurs 
more readily and scars are soft, pliable and usual- 
ly painless. Neuromas are, of course, present, but 
uncommonly are symptomatic, requiring surgical 
removal of nerve end transplant. The level of am- 
putation in the lower extremity is not as important 
as in the adult. Very short, or very long, BK 
(below knee) stumps can be fitted and motivated 
satisfactorily. Disarticulation to save the distal 
epiphysis at knee or ankle may provide, in addi- 
tion to a continuance of growth, a satisfactory 
end-bearing stump. Midfoot and forefoot levels 
and even the preservation of only the talus and 
os calcis can be acceptable. Split grafts may be 
used to replace skin and subcutaneous tissue 
where lost and mature to the point they make ex- 
cellent wearing stump coverage. In the upper ex- 
tremity the same rule used in treating the adult 
still applies; never sacrifice a millimeter of bone 
unnecessarily. 

Bone in the surgical or traumatic juvenile am- 
putee under 10 years of age outstrips the growth 
of the soft tissues. Thus one finds increasing ten- 
sion at stump tip with occasional bursa formation 
necessitating removal of bone at intervals. The 
scar of a fishmouth closure of an above knee 
stump may migrate proximally on the posterior 
surface 3 to 4 inches as bone growth stretches the 
anterior flap downward. This overgrowth does 
not appear in the congenital amputee or in dis- 
articulation. The bone of the stump following the 
Wolffian law will curve in the direction of force 
applied. In the below knee stump the tibia ex- 
hibits a varus and kyphosis, and in the humerus 
a varus curve appears. 

The crutches and the empty sleeves found in 
child amputees in the past until they were old 
enough to “handle a prosthesis” are now disap- 
pearing from the American scene. The cerebral 
development which motivates creeping, walking 
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and bimanual dexterities occurs at the same age 
in the juvenile amputee as in the normal child. 
It follows that prostheses could be applied in the 
upper extremity at five to six months and in the 
lower extremity at 10 to 18 months, the ages at 
which these developments appear. The upper ex- 
tremity juvenile amputee has in the past five 
years been fitted at a progressively earlier age, 
essentially for the following reasons:4 

1. To promote the development of a function- 
al pattern involving both hands in the 
congenital amputee. 

2. To mask the sense-organ function of the 
stump or deficient limb. 

3. To prevent abnormalities and asymmetries 
of posture that are secondary to the substi- 
tution patterns of the young upper extrem- 
ity amputee. 

4. To develop prosthetic tolerance and accept- 
ance as early in life as possible.* 

In large numbers of the very young upper ex- 
tremity amputee group the passive mitt is appli- 
cable and at six to 12 months permits bimanual 
handling of the bottle and large toys, and creep- 
ing. Bilateral amputees respond equally as well as 
unilateral amputees, and both groups early learn 
to regard the prosthesis as part of themselves, 
even crying when it is removed. It is important 
after fitting never to deprive the child of the pros- 
thesis for any long period of time as he will again 
begin to use the stump for tactile sense. Repairs 
and fittings should be within a period of a few 
days, if possible. At 24 to 36 months a terminal 
device may be added and further training given. 
The unfitted unilateral upper extremity amputee 
uses his stump as an assistant to his normal ex- 
tremity, and the shortness of the stump forces 
him ‘to carry out all bimanual activity close to his 
trunk, which may also be used as an additional 
aid. This continuous maneuver results in a lack of 
development of the cerebral cortex in areas con- 
trolling bimanual activity at arms length from 
the trunk. Early fitting, at ages six months to one 
year, with the passive mitt provides extremities of 
equal length and permits normal development of 
these cortica] areas. Thus, the late fitted juvenile 
amputee never attains the skill in arm length 
activities found in those who had a prosthesis ap- 
plied early in life. 

Patients with congenitally short femurs 
(phocomelia), absence of the fibula and many 
other upper and lower extremity abnormalities 
can be considered to be congenital amputees. Sur- 
gical conversion of these abnormalities to conven- 
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tional stumps at an early age should be avoided 
whenever possible even though they necessitate 
bizarre and unsightly prostheses. Cosmesis is not 
an important issue for a patient in this age group. 
The epiphyseal growth is not interrupted, and 
prolonged observation will lead to a better deci- 
sion regarding the type and level of the surgical 
amputation in the congenital amputee. 

The parents, who are carrying the emotional 
burden of this deformity in length in their child’s 
extremity, immediately and vociferously reject 
any initial suggestion that any portion of it be 
removed. Their resentment at such a suggestion 
at first visit may lose permanently for the sur- 
geon the rapport so vital between him and the 
family, their confidence, and even their future at- 
tendance at the clinic. 

Under the care of the Florida Crippled Chil- 
dren’s Commission, William Stinger, M.D., Direc- 
tor, there are now 107 amputees 16 years of age 
or under. The following breakdown reveals some 
interesting points: 


Congenital Amputees 


Quadruple Total 
1% 67 





Lower 


34% 


Upper 
32% 


Congenital 
639% 





Of these 67 congenital] amputees 19 have been 
converted to stumps more readily treated pros- 
thetically and doubtless in the future more of the 
remainder will be managed in this manner. 


Surgical and Post-traumatic Amputees 
(37 Per Cent) 


Post-traumatic Tumor Infection Snakebite Total 


Upper 7 (¢) 1 2 
Lower 19 4 2 5 


26 or 65% 4 0r 10% 3 o0r7% 7 ori17% 40 














The proportion of congenital amputees to 
surgical and post-traumatic amputees is slightly 
higher than that found in most clinics. It is 
noteworthy here that Frantz and Aitken? reported 
64 per cent of all congenital upper extremity am- 
putees fall into a short, below elbow group in 
which two thirds of the deformities are on the 
left side. 

In an amazingly high percentage of the surgi- 
cal or post-traumatic group (17 per cent), the am- 
putation was due to snakebite. This must not lead 
one to a definite conclusion in this matter, as the 
series is too small to avoid coincidence as a factor, 
but the figure is high enough to bring to mind 
perhaps some effort at control in the future. Any 
further study will include an analysis of the type 
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of snake involved and treatment rendered. The 
cc:'tonmouth moccasin and the diamondback 
ra tlesnake without question are the major offend- 
ers. 


One cannot assume this is the total of juvenile 
amputees in this state as many are undoubtedly 
under the care of other agencies or private physi- 
cians, but it is logical to assume that this is by far 
the major group under treatment. 


As the population of Florida continues to 
grow, its birth rate, its traffic and traffic accidents 
will bring a proportionate increase in juvenile am- 
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putees. Members of the medical profession of 
Florida must be cognizant of the problem to the 
extent that they can meet it with the knowledge 
and skill they have applied to other surgical and 
social problems in the past. 
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The Physician and Community Mental Health 


Epwarp G. Byrne, M.D. 
GAINESVILLE 


Of recent years physicians have become in- 
creasingly aware of two “new” health problems 
in our communities, the increasing problems in 
geriatrics and the unsolved riddles of mental dis- 
ease. Each of these constitutes a tremendous 
challenge. Most medical practitioners have made 
some progress with their handling of geriatric 
problems, but here, even the teachers of medicine 
differ on the special importance of geriatrics. 
There has been some improvement likewise in 
the handling of mental illness problems. 

What we as physicians read in professional 
journals concerning mental disease is often con- 
fusing to most of us. The psychiatrists do not 
always use a language meaningful to us in our 
daily practice. They most often emphasize the 
psychotic patients, while the average practitioners 
see the maladjusted, the troubled, the mentally 
deficient, or the prepsychotic patient. It can be 
comfortable for us to say to ourselves, “I don’t 
think I should work with mental patients since 
I’ve had no special training in this field. .When- 
ever those research boys dig up something con- 
crete for me to do, then I’ll work with these pa- 
tients more.” 

With this type of thought most of us sit back, 
satisfied that we have done all that is possible 
in view of today’s knowledge. This attitude is 
prevalent among many of the physicians of our 
state. This attitude is particularly undesirable 
among physicians, who should be serving as 
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leaders of their communities in mental as well 
as physical health matters. 

It is hard to visualize just where medicine 
would be today if our predecessors had waited 
for a complete blueprint for solution of a health 
problem before beginning to attack that problem. 
Think of Dr. John Snow, who had the Broad 
Street Well in London closed in 1854 because he 
thought, on the basis of epidemiologic evidence, 
that the water from this well was responsible for 
the spread of cholera in the neighborhood. At 
that time few had ever heard of bacteria; the 
etiology of cholera had not been established; and 
no case of transmission of disease with water as 
the vehicle had ever been shown. Yet he de- 
veloped conclusions from his observations and he 
acted. He could hardly have done better today, 
with our hundred years of additional knowledge. 

We know enough today about the natural 
history of mental disease to make some conclu- 
sions and take some action. As physicians we 
have this responsibility to our communities. We 
know enough of the natural history of mental dis- 
ease to recognize many places where we might 
erect barriers to the development of mental dis- 
ease. 

We know the hereditary history of Hunting- 
ton’s chorea, the attack rate of 50 per cent, the 
average age of onset and the fact that no environ- 
mental factors can affect the outcome. We know 
that the incidence of schizophrenia is higher when 
one or both of the parents are schizophrenic, 
that the attack rate is 16 per cent when one 
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parent is schizophrenic, and that it is 68 per cent 
when both parents are. Compare these figures 
with the incidence in the general population of 
approximately 0.0005 per cent. We know with 
fair certainty some of the social, economic and 
environmental factors that seem to be important 
in the development of mental disorders and social 
maladjustments. 

A large portion of the barriers that we can 
erect to impede or prevent the development of 
mental disabilities lies in the field of community 
action. Of recent years many medical societies 
have become known in their communities as a 
group that is ultraconservative, and not as a 
group that is known for its active community 
leadership. Too few individual doctors are active 
community leaders. Too many of our medical 
societies exhibit a desire not to take sides in 
community projects. 

There is a growing interest among citizens 
of this nation on matters of health and welfare. 
The many nonprofit associations concerned with 
health matters attest to this. These organiza- 
tions are playing a vital part in our conquest of 
illness and its associated problems. If the phy- 
sicians of Florida would contribute their special 
knowledge and take more active roles in these 
organizations, I believe that better planning would 
result among these health groups, and our com- 
munities, patients and profession would be better 
served. 

Members of the medical association should 
enter wholeheartedly into the community plan- 
ning. Maybe in some cases physicians will work 
in directions that are later found not to be the 
ideal. I do not think that it speaks ill for a man, 
or a group, to make a mistake while making an 
honest effort. 

One American physician is actually well known 
today for the many honest mistakes he made 
throughout his life, in his earnest efforts to serve 
his fellow man in his community. Many of his 
conclusions have been proved to be inaccurate, 
but Dr. Benjamin Rush is still considered one 
of the greatest men produced by American medi- 
cine. 

We as physicians, as individual citizens, and 
as a group can help attack the community prob- 
lem of mental illness in our offices, through our 
local societies and through community groups, 
with the realization that mental disease like phy- 
sical disease has a natural history, treatment and 
prognosis. 
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Mental disease and disability should be looked 
at through optimistic colored glasses, never 
with the attitude that it is there, and there is not 
much I can do about it. Instead, I should ask 
myself, “What shall I do now to help protect 
my patient from further ravages of this condi- 
tion?” 

Dr. Hugh Leavell of Harvard University rec- 
ommends planning for the prevention and con- 
trol of disease by applying his “Levels of Pre- 
vention.” 


1. HEALTH PromoTioN—includes education 
for good health, avoidance of disease ex- 
posures, healthful environment and oth- 
ers. 


2. SpEcIFIC PROTECTION — prophylactic 
treatment, immunizations, preventive ex- 
aminations and others. 


3. EARLY DIAGNOSIS AND TREATMENT— 
routine examinations, and investigation 
of contacts. 


4. LIMITATION OF DISABILITY—doing all 
possible to arrest a disease process, case 
finding work for latent cases, and prompt 
treatment. 

5. REHABILITATION—after applying levels 
1 to 4, and if the patient still experiences 
disability, efforts aimed at rehabilitation 
are then stressed. 

There should be probably another level of 
prevention — Basic Research —to further our 
knowledge. 

These six represent points of attack common 
to most disease processes, and they make a most 
useful framework within which we can plan the 
attack on mental disease in our community. 


Level 1— Health Promotion 


We teach our patients to eat a balanced diet, 
to take moderate exercise, and to get plenty of 
rest, thereby promoting maximum physical health. 
During youth when the many factors that result 
in a happy, well adjusted life react upon the 
young human, we should realize that helping our 
young to obtain understanding and sympathetic 
parents, adequate recreation facilities, good 
schools, and many other social resources offers 
a fertile community field for our activities. These 
are some of the areas where we can work to pro- 
mote good community mental health and build 
some barriers to the development of mental dis- 
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e:se. These are factors in good mental health 
p omotion. 

General emotional mental health promotion 
is prevention of mental illness. Helping young 
parents understand themselves and the problems 
oi growth and development of their children leads 
te an improved emotional environment for the 
next generation and thus promotes mental health. 


Level 2 — Specific Protection 


In the case of our individual patients in of- 
fices or clinics, we expend considerable effort on 
immunizations against specific diseases. In men- 
tal illnesses we have few specifics for prevention 
at present; possibly the judicious separation of 
a child from psychotic parents might be con- 
sidered specific prevention in some cases. Statistics 
show that a child has only a small chance of not 
becoming psychotic when both parents are schizo- 
phrenic. Our knowledge of the few purely heredi- 
tary mental illnesses enables us to give some 
specific preventive advice to patients. 

Routine serologic examination of mothers and 
premarital couples could be considered specific 
for the prevention of congenital syphilis and its 
frequent mental symptoms. Prevention of clinical 
German measles in pregnant women is specific 
enough to show that we have made progress and 
are taking the first steps in specific prevention 
of mental disease. 


Level 3— Early Diagnosis and Treatment 


By making ourselves conscious of the early 
symptoms of developing mental illness and emo- 
tional conflict, by becoming aware of the difficul- 
ties of the maladjusted child, often resulting from 
the maladjusted parent and in this manner filling 
many of the criteria for a “communicable” dis- 
ease, and by extending efforts to help the troubled 
child and the parents, we can take-steps to early 
diagnosis and treatment of prepsychotic, emotional 
problems that so often become the full blown 
psychotic. . 

Many of Florida’s communities have begun 
mental hygiene clinics, in an attempt to assist 
some of these troubled families, sometimes with 
the help of the practicing physicians, sometimes 
without. These clinics may or may not be the 
answer to the maladjusted child, but they repre- 
sent a community preventive and therapeutic ef- 
fort based on the best information we have to- 
day. They deserve our full interest and support. 
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Level 4— Limitation of Disability 


In physical illness we believe that the earlier 
the diagnosis can be made in the course of dis- 
ease, the more effective the treatment, and usually 
the better the chance for complete and successful 
care of the patient. I believe that this same tenet 
applies to mental disease. The medical profession 
should more fully support community efforts and 
need to develop facilities for this function of 
early diagnosis and prompt treatment. We also 
have accepted for physica] illness the precept 
that once diagnosis is made, we should under- 
take full treatment in order to limit any dis- 
ability that might occur, and we are often irritated 
by the patient who procrastinates and allows the 
disease process to progress. Many communities 
in Florida are allowing mental disease to progress 
among their citizens through fear, ignorance and 
misunderstanding of mental illness and antiquated 
commitment laws. Much of this attitude comes 
from lack of adequate community leadership in 
mental health education, much of which should 
be supplied by the practicing physicians. 


Level 5 — Rehabilitation 


A fertile area wherein we can attack mental 
disease is the field of follow-up service. After 
a person with mental disease is treated, he will 
need long range careful and sympathetic care 
and assistance, much the same as the patient who 
has coronary disease or malignant disease. To 
enable physicians to perform this task better, a 
greater portion of our time spent on postgraduate 
education, short courses, seminars, and journal 
articles should be aimed. to help the practicing 
physician to assist his patient with mental dis- 
ease. 


Research Level 


Research in mental disease needs our whole- 
hearted support and cooperation. It is probably 
in this endeavor that the eventual solution to the 
problem lies. Efforts in this field deserve our 
assistance, cooperation and participation. 

Much of this type of research is now in the 
field of the basic social sciences. This is slow 
and tedious work, but it is essential. No one 
thought that the simple mathematical formula 
derived by Albert Einstein back in the twenties 
would create the entire new field of artificial 
radioisotopes and the atom bomb of World War 
II, nor was the opening wide of the door in virus 
research anticipated when Dr. John Enders de- 
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veloped the technic of tissue culture. Similar 
basic work is needed in the behavioral sciences. 


In the meantime we should not wait for the 
“complete cure” before we fully use what knowl- 
edge is available to us. We should stimulate 
our communities to develop programs that will 
assist in the promotion of a better mental health 
atmosphere in which future generations will live. 
The medical profession should take a position of 
leadership in this type of community activity, a 
position that too few of the profession have filled 
to date. 
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I hope and believe that more Florida phy- 
sicians will share some of Benjamin Rush’s belief 
and. conclude that his own effort will help the 
people of his community and that even though 
many mistakes are made, the sum total will be 
good and worth the effort. In this way the men- 
tal health problems of the State of Florida can 
be improved, and some of us may even live to 
see the day when the state mental hospitals have 
empty beds, as has been accomplished in the state 
tuberculosis hospitals. 
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Tetanus Neonatorum in Dade County 


Pau W. JAHNIG* 
AND 
MicuHaeEt J. Taxos, M.D.7 
CORAL GABLES 


Tetanus neonatorum is the form of tetanus in- 
toxication resulting when infants under 28 days of 
age are infected by Clostridium tetani. This 
disease carries a high fatality rate. A review of 
hospital experience in the United States shows an 
average case fatality ratio of 77 deaths per hun- 
dred cases treated. Individual hospitals have re- 
ported mortality experiences ranging from 55 to 
100 per cent of cases. 2-4 The disease is relatively 
rare in the United States, but in less fortunate 
countries the incidence is much higher. Twenty- 
five cases of tetanus neonatorum were treated in 
one hospital in Nigeria during the first six months 
of 1948.5 This series occurred in an area with an 
estimated indigenous population of 500,000 per- 
sons. It has taken from 10 to 15 years 
to accumulate series of similar numbers from 
areas of the United States with nearly double this 
population. 

Infection of the newborn with Clostridium 
tetani is generally considered to take place during 
delivery or by manipulation of the umbilical cord 
following birth. The necrotic umbilical stump, tied 
off from the oxygen supply of the blood, forms 
an acceptable medium for the growth of the an- 
aerobic saprophytic tetanus bacillus. Furthermore, 
the growth of Clostridium may be enhanced by 
the presence of areophilic pyogenic bacteria 
creating localized zones of anaerobiosis. 


*Medical Student Fellow of the National Foundation for 
Infantile Paralysis, University of Miami School of Medicine, 
Coral Gables. 

tEpidemiologist, Dade County Health Department, and As- 
sociate Professor of Preventive Medicine, University of Miami 
School of Medicine, Coral Gables, deceased. 


Tetanus toxin produced during the vegetative 
growth of the tetanus bacillus diffuses into the 
systemic circulation of the infant. This powerful 
organic poison has an affinity for nervous tissue 
to which it becomes “fixed.” After a brief incu- 
bation period, the fixed toxin produces the pathog- 
nomonic symptoms of the disease. Once fixed in 
the central nervous system, the toxin cannot be 
neutralized by any quantity of specific antiserum.® 
Symptoms, however, may be produced when less 
than a lethal dose of the poison has become fixed. 
It is believed that the fixed toxin eventually may 
combine with protein substances and leave the 
nervous tissues. Some think that this altered 
form of toxin may have poisonous qualities of its 
own, but there is no definite evidence for these 
speculations. 


Our present day therapeutic regimens have 
two basic objectives. First, there is an attempt to 
neutralize such toxin as may still be circulating in 
the blood and tissue fluids in an effort to keep a 
lethal concentration from accumulating in nervous 
tissues. Secondly, other measures are used to com- 
bat the symptoms caused by the poison which is 
already fixed, so as to prevent death from vascular 
collapse, convulsions, exhaustion, or acute as- 
phyxia. This regimen has had little effect in re- 
ducing the mortality from neonatal tetanus. 

This report presents the results of epidemio- 
logic studies of 22 cases of neonatal tetanus re- 
ported to the Dade County Health Department 
during the years 1943-1957, In this 15 year period 
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these 22 cases comprised about 13 per cent of the 
tcial for all forms of tetanus recorded in Dade 
County. Eighteen of the infants were born in the 
ccunty, while four had been brought there for 
treatment from neighboring areas. Hence, Dade 
County residents averaged 1.2 cases of neonatal 
tetanus annually, whereas the over-all incidence 
oi reported cases was 1.5 per year. 


Epidemiologic Studies 


In all but one of the cases the patients were 
treated in local hospitals, and the diagnosis was 
verified by study of the clinical records. The 
one patient not hospitalized was seen while in 
extremis by the physician signing the death certif- 
icate, who observed the pathognomonic symptoms 
of the disease. It is not known exactly how many 
attempts were made to isolate and identify the 
causative organism, but in one instance Clostrid- 
ium tetani was recovered by culture from the 
umbilical stump. 

The presenting symptom common to all cases 
was the inability of the infant to suck. This was 
associated with difficulty in swallowing whatever 
food was placed directly in the mouth. Restless- 
ness and fretfulness accompanied the dysphagia. 
Usually the baby would be unable to open its 
mouth within 24 hours of the time that difficulty 
in swallowing was noted. The trismus was ac- 
companied by a generalized hypertonicity of skele- 
tal muscle, rigidity being especially pronounced 
in the muscles of the abdomen, the jaws, and the 
extremities. Most of the parents did not seek 
medical assistance until many hours after pro- 
nounced rigidity was present. Risus sardonicus 
was noted in practically all cases. Many infants 
showed a tendency to opisthotonos, and in all a 
series of generalized tetanic convulsive seizures 
developed. 

Each of the babies showed at least some de- 
gree of omphalitis when first seen by a physician. 
In most cases, the desiccating umbilica! stump 
was covered by a grossly purulent exudate; in a 
few, the infection was less prominent, but still 
readily detectable. In one case, in which slough- 
ing of the cord had already taken place, it was 
noted that “the navel was discharging a pink 
fluid.” 

The race, sex, and residency status of the pa- 
tients studied are tabulated in table 1. Negro 
infants predominated, forming 77.3 per cent of the 
total cases. During the period of the study, the 
Negro population of the county averaged about 
14 per cent. Thus Negroes and Indians, who 
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Table 1.— Race, Sex, and Residence in Neonatal 
Tetanus Cases, Dade County, 1943-1957 


Race and Sex Resident Nonresident Total 








Negro, male 10 1 11 
Negro, female 5 1 6 
Seminole, male 0 2 2 
Seminole, female 1 0 1 
White, male 1 0 1 
White, female 1 0 1 
Total 18 4 22 


make up a small proportion of the total popula- 
tion of the area, contributed inordinately to the 
number of cases of neonatal tetanus. For each 
white infant with the disease, there were 1.5 
Seminoles, and 8.5 Negroes. The ratio of white 
to Negro cases (1 to 8.5) differs markedly from 
the 1 to 4 ratio observed at Charity Hospital in 
New Orleans. 


Since neonatal tetanus is an infection ac- 
quired shortly after birth, one would reasonably 
expect that there would be approximately a 1 to 
1 ratio of male to female cases, since it is well 
established that the sex ratio at birth is about 
106 male infants to each 100 females. In the cases 
studied, the ratio of the sexes was 1.75 males for 
each female. By race, the ratio of the sexes was 
1.8 males to each female for Negroes; 2 to 1 for 
Seminoles; and 1 to 1 for whites. While the 
figures for Seminoles and whites are derived from 
too small a series to carry any great significance, 
the over-all sex distribution in these cases is 
skewed markedly from the expected. Unfortunate- 
ly, it has not been possible to learn if this same 
distribution was noted in previous studies; thus 
it is not known if the observations relating to a 
sexual differential in the incidence of tetanus 
neonatorum in this study represents a real differ- 
ence or a statistical accident. If the former is 
true, and a preponderance of males were noted 
consistently, it would indicate some factor was 
operating which created favorable circumstances 
for the establishment of the disease in male in- 
fants. One certainly cannot explain this sex dif- 
ferential on the basis of the activity status of 
newborn male infants as is the case in tetanus 
in the older age groups. 

The length of the incubation period in neona- 
tal tetanus is difficult to judge, since one cannot 
fix the exact time when infection with Clostridium 
tetani occurred. In all but one of the cases studied 
the infant was unable to suckle within 14 days 
of the time that it was born (table 2). The 
median age at the onset of this symptom was 7.2 
days. The only infant surviving the disease did 
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Table 2.— Age in Days at Onset of Symptoms 
(Inability to Suckle) of Neonatal Tetanus 
Age at Onset Number Per Cent 


of Symptoms Total Cases Surviving Surviving 








1- 3 days 1 
4- 6 days 9 
7- 9 days 7 
10-12 days 3 
13-15 days 1 
16-18 days 0 
19 - 21 days 1 


|™OCooco0o0 
| Sccccoo 


1 





4.5 


not become symptomatic until the nineteenth day 
following delivery. It is well known that the 
length of the incubation period in tetanus acquired 
as a result of trauma has a pronounced effect on 
the survival rate in this disease. This may be 
the explanation for survival in this case, although 
one cannot be sure of just when the infection 
was acquired. 

A study was made of the delivery status of 
the infants in this series, to learn if there was any 
common pattern which might account for their 
becoming infected with tetanus. There was no 
instance in which the same midwife or physician 
had attended the birth of more than one infant 
in which tetanus subsequently developed. The 
delivery history was known for 18 of the 22 in- 
fants studied (table 3.) Of this group, 10, or 
55.6 per cent, were delivered at home by mid- 
wives; in one case the disease resulted after a 
home delivery by a physician (5.6 per cent); and 
in two instances (11.1 per cent) delivery was 
spontaneous without assistance to the mother. 
Hence, in 13 cases, or 73.3 per cent, the infant 
was born at home rather than in the hospital. 
This proportion was probably higher, since it 
is suspected that in the four cases without birth 
records there were also home deliveries. In five 
babies delivered in approved hospitals tetanus 
later developed. 

It is easy to see how infection may have oc- 
curred in the unattended deliveries, since in both 
instances the infant was expelled directly onto 
a dirt floor. Likewise, sanitary conditions in 


Table 3.— Delivery Status in Neonatal Tetanus, 
Dade County, 1943-1957 








Place of 

Delivery By Number 
Home Midwife 10 
Home Physician 1 
Home Unattended 2 
Hospital Physician 5 
Unknown 4 
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homes where midwife deliveries were made leave 
much to be desired.?7 In the hospital-delivered 
cases there is evidence to indicate that infection 
may have occurred after the baby reached home. 
In one instance, the mother bathed the umbilical 
stump of her baby with witch-hazel and alcohol 
daily after being discharged from the hospital 
on the third postpartum day. Furthermore, the 
median age of onset of symptoms in the hospital- 
delivered cases was eight days, whereas it was 
five days for infants delivered at home. In this 
area a three day postpartum stay is the rule in 
uncomplicated deliveries. Evidently, universal 
hospital delivery would not eliminate the problem 
of neonatal tetanus. 

There was no particular seasonal distribu- 
tion of the cases. 


Discussion 


Tetanus is of special interest to practitioners 
in Florida since this state has the highest tetanus 
morbidity rate in the nation, averaging 1.5 cases 
per 100,000 population. This morbidity experience 
is five times greater than the average rate ex- 
perienced by the entire United States registry 
area.! This state also leads the nation in neona- 
tal tetanus. During 1951-1954, Florida averaged 
34.4 deaths from neonatal tetanus per 100,000 
nonwhite live births. 

In Dade County, neonatal tetanus affects 
chiefly Negro and Indian infants, and cases occur 
with greater frequency in these racial groups than 
their proportionate representation in the popula- 
tion warrants. Some of this difference can be 
traced directly to the fact that persons in these 
groups are the ones chiefly serviced by home 
delivery. It is doubtful, however, that universal 
hospital delivery would provide a complete an- 
swer for the reduction of neonatal tetanus in this 
area. 

The data suggest that unnecessary manipula- 
tion of the umbilical stump either through igno- 
rance or superstition may play a large part in the 
production of the disease. Public health educa- 
tion in better ways of caring for the newborn 
infant has probably reached the maximum num- 
ber of persons whom it is now possible to reach 
through educative methods. Thus the chief hope 
for prevention of the disease in this area seems 
to lie in the active immunization of mothers 
with toxoid during pregnancy, especially in the 
least literate segment of the population. The 
resultant titer of transplacentally transmitted pas- 
sive immunity in the newborn should protect 
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he infant during the critical first month of life 
vhen the risk is greatest. Furthermore, it would 
iecrease the number of adult women in the popu- 

,ation who have not acquired immunity to tetanus. 
Some have advised against such a procedure be- 
cause it might complicate the existing programs 
for immunizing infants. Since, however, injured 
persons are frequently given both active and pas- 
sive immunity to tetanus at the same time with- 
out interference, it does not seem reasonable to 
deny the infant a chance to avoid a disease with 
extremely high mortality rates for this reason. 

The interesting sex differential in the incidence 
of tetanus neonatorum discussed in this report 
needs confirmation before it can be considered 
fact. There are two factors operating which might 
account for this differential. . First, mothers may 
tend to be more protective of female than of male 
infants. Second, the male infant tends to urinate 
over the ventral surface of the body, while the 
female infant’s urine tends to soak into the but- 
tock area. Perhaps urine soaking of the umbilical 
stump helps produce conditions more favorable 
to the growth of Clostridium tetani. 


Summary 


A study of tetanus neonatorum in Dade Coun- 
ty showed an average incidence of cases from 


©, 
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this area of 1.5 cases per annum. Negroes and 
Indians were more frequently involved than their 
proportionate numbers in the population should 
allow. The median incubation period from birth 
to the onset of symptoms was 7.2 days. Over 
70 per cent of the cases resulted in infants de- 
livered at home either spontaneously or by mid- 
wives. Five of the infants were delivered at 
hospitals. The median age at onset of symptoms 
was five days for infants delivered at home and 
eight days for those delivered in hospitals. It 
is believed that manipulation of the umbilical 
stump may play a part in causing infection. It is 
recommended that pregnant women be immunized 
with tetanus toxoid as a means of preventing 
neonatal tetanus in this area. 
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ABSTRACTS 


Preservation of Natural Landmarks in 
Unilateral Cleft Lip. By. D. Ralph Millard Jr. 
J. A. M. A. 169:133-134 (Jan. 10) 1959. 

The frequency with which he encountered the 
harelip deformity in a Korean hospital led the 
author to realize that all components of a normal 
lip and nose were more or less present in each 
person with cleft lip, depending on the severity 
of the deformity. Concluding that the primary 
step in construction would be to recognize all ex- 
isting landmarks and juggle them out of distor- 
tion into normal position, he devised an operation 
which he describes. He also discusses postopera- 
tive care and the timing of the operation. In sum- 
mary, he comments: “It never ceases to be a thrill 
that two simple incisions can set up a consecutive 
chain of happy actions: 1. The cupid’s bow com- 
ponent, carrying with it one philtrum column and 
the entire dimple, drops into normal position, 
leaving a triangular gap above. 2. Advancement 
of the lateral lip element to fill this gap not only 
narrows the alar flare and wide nostril floor but 
unites the cleft along a curving line which simu- 
lates the one missing link, the matching philtrum 
column. 

“Several popular methods in use today ignore 
one or more of nature’s landmarks and, what 
seems even more tragic, by actually destroying 
them in the primary repair cause them to be lost 
forever.” 


Supportive Adrenocortical Steroid Ther- 
apy in Acute and Subacute Cerebrovascular 
Accidents, With Particular Reference to 
Brain-Stem Involvement, By H. J. Roberts, 
M.D. J. Am. Geriatrics Soc. 6:686-702 (Sept.) 
1958. 

The author advocates the use of adrenocortical 
steroids as adjunctive therapy in the management 
of certain seriously ill patients suffering from 
acute or subacute cerebrovascular accidents. He 
reports nine cases in which the use of adrenocorti- 
cal steroids apparently was life-saving in patients 
critically ill with cerebral] infarction, most of whom 
were not expected to survive. The beneficial effect 
was particularly striking in cases of severe in- 
volvement of the brain stem. Alleviation of stupor, 
depression, apathy, paralysis, impaired deglutition, 
and clouded consciousness was frequently dramat- 
ic within 12 to 24 hours. Short term supportive 


steroid therapy was of considerable value in the 
rehabilitation of other patients with persistent 
hemiplegia or pseudobulbar palsy. 

An analysis is presented of the rationale for 
such therapy, the potential complications, and the 
relationship to other measures in the treatment 
of cerebrovascular accidents. It is emphasized that 
there should be no indiscriminate use of adreno- 
cortical steroids in the treatment of stroke. Per- 
tinent features relating to important but little ap- 
preciated aspects of the diagnosis of cerebral vas- 
cular accidents are also briefly discussed. It is 
hoped that others will be encouraged to study this 
form of therapy and report their experiences. If 
the beneficial effect is confirmed, adrenocortical 
steroids may prove to be of great value in im- 
proving the plight of certain seriously ill patients 
suffering from massive strokes. 


Treatment of Chronic Hypoparathyroid- 
ism with Probenecid, By Barkley Beidleman. 
Metabolism 7:690-698 (Nov.) 1958. 

Probenecid (Benemid) inhibits the rena] tubu- 
lar reabsorption of phosphorus from the glomer- 
ular filtrate, thereby increasing phosphaturia and 
decreasing hyperphosphatemia. This action dupli- 
cates one effect of the parathyroid gland on cal- 
cium-phosphorus balance in the experimental ani- 
mal and the human. Since 1950, there has been 
increasing evidence that probenecid may constitute 
the most satisfactory therapeutic agent available 
for chronic hypoparathyroidism. Five cases are 
reported in which this unique drug was used with 
satisfactory results. In this series, three pa- 
tients with post-thyroidectomy hypoparathyroid- 
ism and two patients with idiopathic hypoparathy- 
roidism received probenecid with satisfactory 
symptomatic and laboratory response ranging in 
duration from 10 months to four years and five 
months. 

In one patient, the condition was well controll- 
ed on probenecid therapy during pregnancy and 
she bore a normal infant. In a second patient, a 
comparison was made of the effectiveness of 
supplying supplementary calcium entirely by 
mouth versus administering part of the daily 
supplement by vein. The effects of AT-10 were 
also compared with those of probenecid. In this 
patient, intravenous calcium gluconate was more 
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effective in increasing phosphaturia and reducing 
hyperphosphatemia; AT-10 increased calcium ex- 
cretion, but phosphate excretion dropped to nearly 
zero; and probenecid definitely increased phos- 
phaturia and reduced serum phosphorus, but was 
totally ineffective in maintaining normocalcemia. 

The mode of action of probenecid in hypo- 
parathyroidism lends strength to the concept of 
the dual effect of parathormone. 


The Right of a Patient to Die. By John J. 
Farrell, M.D. J. South Carolina M. A. 54:231 
-233 (July) 1958. 

Published in full in this issue of The Journal 
under Others Are Saying. 


Thrombosis of the Terminal Aorta and 
Horseshoe Kidney. By David S. Hubbell, M.D. 
Am. J. Surg. 95:990-993 (June) 1958. 

Thrombosis of the distal aorta and iliac 
arteries, described by Leriche and others, is 
characterized by symptoms of claudication of 
hips and lower extremities, impotence, and dimin- 
ished or absent arterial pulses beyond the aortic 
bifurcation. Within the last 15 years it has been 
increasingly recognized as a clinical entity, and 
recently methods of arteriography and surgery 
have greatly improved the efficacy of definitive 
diagnosis and treatment. The most interesting 
features of the case here reported were the 
presence of a horseshoe kidney with the Leriche 
syndrome, the false interpretation gained from the 
aortogram, and the studies in lipid metabolism. 
In this case, occurring in a 47 year old man, the 
upper limit of thrombosis within the aorta lay 
beneath the renal isthmus of a horseshoe kidney 
which compressed the aorta. The misleading find- 
ings on the aortogram were due to dissection of 
the dye between the thrombus and the arterial 
wall. Blood studies showed an abnormal lipid 
metabolism which indicated the major role in 
producing the arterial damage to the distal aorta. 


By C. J. 
51:1548-1555 


Nasal Injuries in Children. 
Heinberg, M.D. South, M. J. 
(Dec.) 1958. 

In this age of automobile accidents, athletic 
injuries, industrial mishaps and many other modes 
of injury, the nose, because of its prominent 
position, is often the site of severe trauma. Since 
nasal deformities may affect an individual’s men- 
tal well-being and may result in social insecurity 


ABSTRACTS 313 


and economic hardship, it is most important to 
know the proper handling of nasal injury. In 
presenting the proper method of dealing with 
such injury in children, the author discusses the 
general considerations; the types of nasal injuries 
including those occurring during birth, those oc- 
curring prenatally and those of traumatic origin; 
the management of nasal fractures; ‘the manage- 
ment of septal injuries; and contusions and 
lacerations of the integument of the nose. The 
otolaryngologist, he points out, is the logical spe- 
cialist to diagnose and treat nasa] injuries because 
he is especially trained in the anatomy, physiol- 
ogy and surgery of this structure. Also, it is im- 
portant to correct septal deformities in child- 
hood because of the development of neuroses 
which leave a permanent mark on the patient’s 
personality and because the maxillofacial triad is 
a possible sequela of neglected deformities. Until 
the recent development of septoplasty, it was not 
possible to correct septal deformities properly 
until the child was fully grown because older pro- 
cedures involved removal of growth centers. 


Aneurysm of Renal Artery: Report of 
Five Cases. By Benedict R. Harrow and Jack A. 
Sloane. Tr. Southeast. Sect. Am. Urol. A. 1958, 
pp. 1-7, and J. Urol. 81:35-41 (Jan.) 1959. 

The object of this paper is to add to the litera- 
ture five cases of saccular aneurysm of the renal 
artery, consider the indications for aortography, 
and discuss the treatment. In this series of five 
calcified saccular true aneurysms, one developed 
in a solitary kidney, the third reported in the 
literature. Noncalcified aneurysms demand opera- 
tion, the authors state, but, contrary to many 
previous reports, they believe that operation may 
be unnecessary with large and small calcified 
aneurysms in asymptomatic, normotensive elderly 
persons. Surgery is indicated if pain, hematuria, 
hypertension or renal impairment occurs and in 
youthful or pregnant patients. With atypical ring 
calcifications translumbar aortography should be 
utilized since this procedure is safe if properly 
performed. The intelligent use of adequate, close- 
ly supervised compression during intravenous 
urography often eliminates the necessity of retro- 
grade pyelograms in these patients. 





Members are urged to send reprints of their 
articles published in out-of-state medical jour- 
nals to Box 2411, Jacksonville, for a 
and publication in The Journal. If you have 
no extra reprints, please lend us your copy of 
the journal containing the article. 




















Quo Vadis - Medicine 


It has been a matter of some concern to me as I have heard many Doctors of 
Medicine carelessly remark, “I would not allow a son of mine to study Medicine.” 
They attempt to give the impression that we are an underrated, unhonored, under- 
paid group of social drudges against whom the government, aided by the press, is 
carrying on a special confiscatory campaign. Medicine is the very last profession 
they would recommend a young man to take up. 

A large proportion of the young men and women of our communities will be 
returning to the universities and colleges this month, to the centers of education 
scattered across our nation. Many are going with a definite purpose to study and 
train for a specific profession or vocation already decided upon. Others have not 
yet made up their minds as to what field of endeavor they will follow and in the 
meantime are pursuing study courses of general culture and/or science as a basic 
background. A younger group of our youth are returning to the secondary schools 
to prepare themselves for whatever is to come afterward. Many of both of these 
groups are looking to the generations ahead of them for clues that will influence them 
as to what occupation they will prepare themselves for. I sincerely hope that none 
= them listen to the type of unhappy member of our profession to which I have 
referred. 

I pray that the student will in some way know that the “doctor” who describes 
his profession in such terms has himself either been misplaced or misguided in Medi- 
cine and that there are such individuals in every occupational calling. 

My advice to the discontented doctor who reasons as stated during this year of 
1959 is to read the Introductory Address at the opening of the Forty-Fifth Session 
of the Medical Faculty of McGill University by Sir William Osler, published in the 
Canadian Medical and Surgical Journal of 1877: ‘Some will teil you that the profes- 
sion is underrated, unhonoured, underpaid, its members social drudges—the very 
last profession they would recommend a young man to take up... . I would 
rather tell you of a profession honoured above all others; one which, while calling 
forth the highest powers of the mind, brings you into such warm personal contact 
with your fellow men that the heart and sympathies of the coldest nature must needs 
be enlarged thereby.” 

To the student who is considering the study of Medicine, I have the following 
to say: Our profession is much older than any philosophy of political government 
in use today. It has outlived many and I am convinced it will outlive those concepts 
of government that would seek to destroy it by regimentation or control in one way 
or another. If you come into Medicine, come ready to work hard, to sacrifice and to 
fight for the principles for which Medicine stands. Keep in mind the advice of 
Osler, “Start at once a bedside library and spend the last half hour of the day in 
communion with the saints of humanity.” Remember always that Medicine is an 
art as well as a science. Learn all you can about both of these component factors 
from those with experience before you. Apply your knowledge with skill and with 
dignity and you wil] never regret your choice of profession. 


CO 
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“For What Is a Man Profited” 


The quotation from the Great Physician which 
begins with this phrase may reverently be para- 
phrased, “For what is a doctor profited when he 
devotes unrequired time, talent and money to 
Organized Medicine?” In recent weeks this ques- 
tion has been in the mind of the recipient of the 
first “Certificate of Merit” awarded by the 
Florida Medical Association to one of its mem- 
bers. Experience answers that activity in the 
scientific and organizational programs of the medi- 
cal profession does bring the participant many 
highly prized rewards. ; 

Several years ago the Professor of Surgery in 
one of our leading medical schools was asked why 
he attended so many medical meetings’ and sat 
through practically every session of the scientific 
program. His reply ever true: “Ed, this is the 
way I keep educated in medicine. While I’m in 
Richmond my time is so crowded and the calls 
upon my strength are so great that I am too tired 
to do much reading. I can sit quietly and relaxed 
in this room and hear another physician present 
information that not until months later could I 
obtain only by searching medical literature. Be- 


sides, to listen to the author of an idea makes it 
more impressive.”’ Obviously, this busy doctor was 
well profited. 

Association of physicians in joint service to 
their profession promotes friendships of priceless 
worth. Programs of medical societies afford con- 
tacts with members of other organizations in the 
community whose purpose is to provide service 
needed for the betterment of our people and 
country. In fact, these relationships are of such 
practical profit to the individual that a past presi- 
dent of the Florida Medical Association was 
heard to say, “Don’t be concerned about paying 
my expenses. If you made me permanent presi- 
dent, the benefit to my practice from continued 
contact with the doctors and other leading citizens 
would generously compensate any cost in time and 
money such service would entail.” After four 
decades of observation we have failed to discover 
one physician who worked for “organized medi- 
cine” for the purpose of receiving monetary gain. 
Likewise, we have not observed one physician 
whose financial difficulty can be attributed to any 
kind of contribution he made to the profession 
of medicine. 











316 


Since recorded history, it is known that there 
has been some organization of doctors. To make 
this possible, it has been necessary for certain 
individuals to contribute time, energy, talent and 
money in order that the organization continue and 
grow into the influential profession they have left 
us. They have bequeathed to us the opportunity 
and responsibility to nourish, provide for, direct 
and work for this glorious inheritance. 

Before Sir Alexander Fleming had gained 
worldwide recognition for the introduction of 
penicillin, he said to a group of medical students, 
“Doctors are, in a sense, a team, and the selfish 
ones who play only for their own personal ends 
tend to ruin the team-spirit and lower the stand- 
ards of their profession.” What greater satisfaction 
can there be to a player than knowing he was a 
loyal member who unselfishly helped to victory? 
Organized medicine has won many victories. 
Through recommendations and cooperation of 
organizations of doctors with other groups, our 
medical schools in the United States provide 
medical education superior to any other in the 
world. Our hospital facilities and care are the 
best, and what our people receive professionally 
when they are sick is not equaled elsewhere. Be- 
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cause of organized medicine’s promotions, there 
exist a Public Health Service, local and national 
laws and regulations for the development of the 
best medical service yet known to man. The 
preservation of free relationship between the 
patient and doctor furnishes the strongest bulwark 
against the devious or direct attacks of socialism. 
In recent times, the first step toward the social- 
istic state has been the socialization of medical 
services. 

What any one doctor did or can do or will do 
in this great moment of organized medicine, 
though necessarily a small percentage of the total 
effort, nevertheless is helpful to victory of the 
team. 

Active membership in the Florida Medical 
Association for more than four decades has 
brought varied opportunities for participation in 
the growth of the great body of organized medi- 
cine. As one who has been honored by the Asso- 
ciation for this service looks back through these 
years, it is obvious that nothing in his life has 
brought such rewards as the knowledge that he, 
too, was accepted to play on the wonderful team 
of doctors. It has profited him greatly. 

Epwarps JELks, M.D. 





The Editorial We 


We, the Journal’s newly established Editorial 
Committee, take this occasion to advise the read- 
ers of this page—if, indeed, there be any—of our 
intentions and proposed policy. Here, then, is 
what you may expect, editorially, from your 
Journal—and being thus forewarned may not be 
imposed upon as “unsuspecting readers.” 

We shall, first of all, attempt to give you two 
editorials each month: one a therapeutic capsule 
in the form of a brief, professional medical digest 
or thought on a timely subject—this to be pre- 
pared by an authoritative individual in the field 
and usually one other than a member of the 
Editorial Committee; the second, a more con- 
ventional type of editorial, dealing with some one 
of the many controversial, significant and im- 
portant problems that arise in Medicine today. 

We hope, by these editorials, which may in- 
volve the philosophy—the ethics—the econcmics 
and the heritage of Medicine, to stimulate our 
readers into a more critical evaluation of many 


of the older and perhaps outmoded concepts 
which have become fixed in their minds; and most 
of all, to stimulate creative, constructive thinking 
along these lines, which may eventuate in valuable 
contributions to these pages—to the Florida Med- 
ical Association— and to Medicine in general. 

We shall ask the writers of all guest editorials 
to sign them and shall append the initials of a 
member of this Committee to each of his efforts, 
so that those who would throw stones—or flowers 
—may have an identified target. 

We shall continue an argumentative, disturb- 
ing, skeptical approach to our editorial tasks un- 
til you—our readers and sponsors—direct us, by 
your comments, to alter it and return to the more 
conventional broader boulevards of pompous 
protestations against Sin and Indolence. Until 
then we invite your arguments, your rebuttals— 
and even your verbal abuse. We'll even print 


them. 
J. W. A. 
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Looking Ahead to 1960 
Annual Meeting 
Jacksonville, April 8-11 


The Committee on Scientific Work of the 
} lorida Medical Association requested the Board 
of Governors to consider the full use of the week- 
end days for the 1960 Annual Meeting, and on 
June 28, 1959, the dates for the 1960 meeting 
were decided upon by that Board. They are April 
8 to 11. 

These dates encompass the week end with 
the meeting starting on Friday noon and con- 
tinuing through Monday. Within these days there 
will be allotted equal time as in past years for 
special interest groups, general interest programs, 
House of Delegates sessions and other necessary 
assemblies of a state meeting. 

This change in dates has been carried out 
after careful consideration by many members. 
It is believed that these dates will allow the phy- 
sicians of the state to attend the entire meeting 
with a minimal absence from their patients and 
a maximal utilization of time usually devoted to 
extramedical activities. 


The special interest groups will continue to 
have Sunday for their use, and it is hoped that 
with an attractive program of more general inter- 
est on Saturday and Monday many physicians 
who formerly attended the Association meeting 
for that one day only will take a more active part 
in the entire program. 

Your Committee on Scientific Work at this 
time is making an attempt to correlate the pro- 
grams of the special interest groups and the gen- 
eral assembly meetings in an effort to provide 
every physician an opportunity to hear each 
speaker and to give each speaker the largest pos- 
sible audience. 

Make your plans now to attend the 1960 
Annual Meeting of your Florida Medical Asso- 
ciation at the Robert Meyer and George Wash- 
ington Hotels, Jacksonville, on April 8-11. 


Thad Moseley, M.D. 
Chairman, Committee on Scientific Work 





Florida Academy of General Practice 
Fall Scientific Session 
Miami Beach, Oct. 29-Nov. 1 


The annual Fall Scientific Session of the Flor- 
ida Academy of General Practice is to be held in 
Miami Beach on October 29 through November 
1, 1959. The sessions and exhibits will be at the 
Seville Hotel. 

The growth of the Florida Academy of Gen- 
eral Practice in the past decade has been start- 
ling. From a small group of family physicians 
interested in organizing themselves, for the pur- 
pose of raising their standards of practice and 
providing themselves with postgraduate education, 
the Academy has grown to a body consisting of 
many hundreds of physicians representative of all 
communities, both urban and rural, throughout 
the state. Nationally, the Florida Academy has 
gained recognition as being an effective force 
within the confines of the American Academy of 
General Practice. 

Much of the interest of the general practi- 
tioners in the state has been sustained by virtue 
of the annual scientific sessions, held each fall. 
In previous years medical speakers for these ses- 


sions were imported from many other states. 
Parallel to the growth of the Florida Academy 
has been the growth in stature of the medical 
talent within the confines of our own state. The 
past decade has seen the origin and growth of 
two fine medical schools. We should all of us be 
proud of their current status. 


With these thoughts in mind, the program 
committee of the Florida Academy of General 
Practice decided that the time had arrived when 
postgraduate study could be made available using 
the talents for teaching our own state could pro- 
vide. With the fall sessions being held in Miami 
Beach, and with the proximity of the University 
of Miami School of Medicine, it became evident 
that both these factors could be correlated: 


Hence, the meeting in Miami Beach is to be 
held with the cooperation of the faculty of the 
School of Medicine of the University of Miami. 
The program promises to be interesting, stimulat- 
ing, and absorbing. 
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The secondary theme for this meeting will be 
one of relaxation for the participants. In a beau- 
tiful setting such as is being provided, much of 
a social nature is being planned both for the doc- 
tors and their wives and the exhibitors and guests. 

In addition to the scientific and social plans 
there will be gifts awaiting all those who pre- 
register before October 1. Those who wish to 
preregister should contact Mr. Marshall Brainard, 
1453 Louisa Street, Jacksonville. 

One of the doctors attending will have the 
pleasure of taking home with him a fiberglass 
boat, outboard motor, and trailer. Others will be 
made happy with dozens of other prizes. In all, 
the Academy will attempt to make this a gala 
occasion. 





Florida Diabetes Association 
Meets in Miami Beach 
October 29-30, 1959 


The Seventh Annual Meeting of the Florida 
Diabetes Association will be held at the Balmoral 
Hotel in Miami Beach on Thursday and Friday, 
October 29 and 30. Cooperating with the Florida 
Diabetes Association in this annual presentation 
are the Division of Postgraduate Education of the 
College of Medicine of the University of Florida, 
the Florida State Board of Health, and the 
Florida Medical Association. 

Three distinguished guest speakers will con- 
tribute to the program. Dr. Nicholas P. Christy, 
Associate in Medicine, Columbia University Col- 
lege of Physicians and Surgeons, New York, will 
speak on “Studies of the Etiology of Cushing’s 
Syndrome” and “Pathophysiology of Hypopitui- 
tarism.” The subjects to be discussed by Dr. 
Jerome W. Conn, Professor of Medicine and 
Director of Metabolism Research Laboratory, 
University of Michigan Medical School, Ann 
Arbor, Mich., are “What Constitutes Diabetes 
and the Prediabetic State in Man” and “Primary 
Aldosteronism, Clincal Considerations and Results 
to Date.” Dr. Francis D. W. Lukens, Professor of 
Medicine and Director of George S. Cox Medical 
Research Institute, University of Pennsylvania 
School of Medicine, Philadelphia, will lecture on 
“Insulin and Protein Metabolism,” “Assessment 
of Activity of Sulfonylureas, Clinical and Experi- 
mental” and “A Philosophy of Diabetes.” 

Member speakers and their topics are: Dr. 
Andrew E. Lorince, Assistant Professor of Pedi- 
atrics, College of Medicine, University of Florida, 
Gainesville, “Connective Tissue Acid Mucopoly- 
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saccharides and Their Possible Significance in 
Endocrine Disorders;” Dr. Bernard H. Marks, 
Research Instructor, University of Miami School 
of Medicine, Miami, “Hormonal Control of Fatty 
Acid Metabolism;” and Dr. George F. Schmitt 
Jr., Miami, ‘“Kimmelstiel-Wilson Disease.” 

The registration fee is $25, and all interested 
physicians are invited. Additional information may 
be obtained from Dr. Morris B. Seltzer, Secretary- 
Treasurer, Florida Diabetes Association, 614 
North Peninsula Drive, Daytona Beach. 





The American Society of Anesthesiologists, 
Inc., Annual Meeting, Miami Beach, 
October 4-9, 1959 


All the physicians in the Dade County area 
have been invited to attend a panel discussion en- 
titled “The Medical Aspects of Space Travel”’ 
which comprises a part of the program for the an- 
nual meeting of the American Society of Anes- 
thesiologists, to be held at the Hotel Americana, 
Bal Harbour, Miami Beach, during the week of 
October 4 to 9, 1959. The panel will be presented 
at 9 a.m. on Wednesday, October 7, by a team of 
United States Air Force specialists, led by Briga- 
dier General D. Flickinger of the Air Research 
and Development Command. All interested phy- 
sicians may attend this session. In an effort to 
assure seating for nonmember Florida doctors, the 
Florida Medical Association Membership Card 
will be required for admission. Other sessions are 
restricted to the society’s members and spon- 
sored guests. Attendance at the meeting is ex- 
pected to exceed 2,300. 

The Scientific Exhibit will consist of 19 spe- 
cially chosen exhibits, including one presented 
by Drs. Edward A. Talmage and J. Gerard Con- 
verse of Miami. Another exhibit will be present- 
ed by Dr. Harold Carron of Tampa. 

Activities sponsored by the Florida Society of 
Anesthesiologists will include a ]uncheon in honor 
of Dr. Ralph M. Waters, of Orlando, an honor- 
ary member of the Florida Society of Anesthesiol- 
ogists, a past president of the American Society 
of Anesthesiologists, Inc., and the first university 
professor of Anesthesiology in the United States, 
to be given on Wednesday, October 7. The an- 
nual dinner dance of the national organization 
will be held on Thursday, October 8, at 8 p.m. 

The Florida Society of Anesthesiology will 
hold a business meeting on Sunday, October 4, 
and on that day the first of the refresher courses 
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o the Tenth Annual Refresher Course Program 
o: the national body will be presented. These 
ccurses will continue through October 6 at the 
Hotel Americana. 

Dr. Ralph S. Sappenfield is chairman of the 
local arrangements committee for the national 
meeting. 





American College of Obstetricians and 
Gynecologists 
District IV Meeting 
Miami Beach, October 29-31, 1959 

District IV of The American College of Ob- 
stetricians and Gynecologists will hold its annual 
meeting at the Hotel Americana in Bal Harbour, 
Miami Beach, on Thursday, Friday and Saturday, 
October 29, 30 and 31. This district includes the 
District of Columbia, Florida, Georgia, Maryland, 
North Carolina, Puerto Rico, South Carolina, 
Virgin Islands, Virginia, and West Virginia. 

Speakers of national renown and district 
members wil] present half of the scientific pro- 
gram this year, and the remaining half will con- 
sist of papers presented by residents on original 
investigative or clinical work in the field of ob- 
stetrics and/or gynecology. The Miami Obstetri- 
cal and Gynecological Society is offering a $100 
Award for the best resident paper given at the 
meeting. On Friday afternoon there will be an 
audiovisual program, and at noon on Friday and 
Saturday panels will be presented by panel mem- 
bers from other areas. 

Members of the general arrangements com- 
mittee include. from Miami, Drs. John D. 
Milton, Ralph W. Jack, Homer L. Pearson Jr., 
Richard F. Stover, and James H. Ferguson; from 
Coral Gables, Drs. Richard F. Forman, Joseph 
Lomax, Norman W. McLeod Jr., and Edward 
F. Fox; from Jacksonville, Dr. J. Champneys 
Taylor; from Orlando, Dr. Chas. J. Collins; 
from Panama City, Dr. William C. Roberts, and 
from Tampa, Dr. Harold G. Nix. 

Chairmen of the other committees are Dr. 
Ferguson, scientific program committeé; Dr. 
Stover and Dr. Thomas F. Blake, Coral Gables, 
panels committee; Dr. Lomax, registration com- 
mittee; Dr. Forman, entertainment committee; 
Dr. Reuben B. Chrisman Jr., Coral Gables, 
women’s activities committee, and Dr. Frank W. 
Hewlett, Coral Gables, finance committee. 

The Miami Obstetrical and Gynecological So- 
ciety is host for the meeting. Dr. Henry H. Caf- 
fee of Coral Gables is president of the group. 
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Congress of Neurological Surgeons 
Miami Beach, October 28-31, 1959 


The annual meeting of the Congress of Neuro- 
logical Surgeons, scheduled for Miami Beach on 
October 28-31, will be held at the Hotel Ameri- 
cana in Bal Harbour. Many outstanding papers 
will be presented by nationally known physicians 
in the specialty, and the meeting is expected to 
attract a large attendance of neurosurgeons from 
throughout the nation. 

The honor guest will be Dr. William J. Ger- 
man, a distinguished member of the faculty of 
Yale University School of Medicine, New Haven, 
Conn. As a preconvention activity, a course in 
neuropathology will be conducted by Dr. Louise 
Eisenhardt, also of the faculty of the Yale Uni- 
versity School of Medicine. 

Dr. Irwin Perlmutter of Coral Gables, who is 
a member of the Executive Committee of the 
Congress and of the Program Committee for the 
meeting, is chairman of the committee on local 
arrangements. Other Florida physicians serving 
on committees of the organization include Drs. 
Jack W. Barrett of Miami, J. Cornall Howarth of 
Orlando, Christian Keedy of Miami, Fariss D. 
Kimbell Jr. of Pensacola, John M. Thompson of 
St. Petersburg, and Richard E. Strain of Coral 
Gables. 





Annual Meeting of American Society of 
Plastic and Reconstructive Surgery 
Miami Beach, October 18-23, 1959 


The American Society of Plastic and Re- 
constructive Surgery, largest organized group of 
plastic surgeons in the country, will hold its 
twenty-eighth annual meeting at the Hotel Fon- 
tainebleau in Miami Beach on October 18-23, 
1959. Approximately 500 doctors from the United 
States, Canada, Mexico, South America and 
Europe are expected to attend. 

Society membership is open in general to doc- 
tors who have passed the examinations of the 
American Board of Plastic. Surgery. Board ex- 
aminations for candidates will be held just prior 
to the start of the meeting. 

Seven Miami surgeons, headed by Dr. Clif- 
ford C. Snyder, who is assistant secretary of the 
society, are in charge of all local arrangements 
for the meeting. In addition to Dr. Snyder, they 
include Drs. Thomas J. Baker Jr., George W. 
Robertson III, James G. Robertson, Leo H. Wil- 
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son Jr., Thomas J. Zaydon and D. Ralph Millard 
Jr. Five other Florida plastic surgeons are also 
society members. 

Scientific sessions wil] be held from October 
19 through 23, with the exception of Wednesday, 
October 21, which will be devoted to a series of 
study sessions on various phases of plastic sur- 
gery. Motion pictures will also be presented. 

Among the surgeons delivering papers at the 
meeting are Drs. George W. Robertson III and 
Leo. H. Wilson Jr. of Miami. Their topic is 
“The Difficult Surgery of the Fatty Nasal Tip.” 





Postgraduate Seminar in Neurology 
Gainesville, September 24-26, 1959 


A program dealing with neurologic disorders 
commonly encountered in clinical practice has 
been arranged by the Division of Postgraduate 
Education of the College of Medicine of the 
University of Florida and will be presented on 
September 24, 25 and 26 under the auspices of 
Dr. Richard P. Schmidt, Division of Neurology, 
Department of Medicine. Broad topics to be dis- 
cussed include cerebral vascular disease, con- 
vulsive disorders, headache, and back pain. An 
outstanding faculty will provide authoritative dis- 
cussion as to the pathogenesis, diagnosis and 
management of these subjects, each of which is 
to be presented in a comprehensive manner. Dis- 
cussion periods and clinical conferences will be 
utilized to provide understanding of specific prob- 
lems in the broad categories of disease mentioned. 

Speakers will include Dr. Charles A. Kane, 
Professor of Neurology, Boston University School 
of Medicine; Dr. Guy L. Odom, Professor of 
Neurosurgery, Duke University School of Medi- 
cine; Dr. Adolph L. Sahs, Professor of Neurology, 
State University of Iowa College of Medicine; 
and from the College of Medicine, University of 
Florida, Dr. Harriet E. Gillette, Assistant Profes- 
sor of Surgery and Chief of Physical Medicine, 
Dr. Nicholas A. Greville, Assistant Professor of 
Surgery, Dr. Lamar Roberts, Associate Professor 
of Surgery and Chief of Neurosurgery, Dr. 
Schmidt, Associate Professor of Medicine and 
Chief of Neurology, and Dr. Robert L. Williams, 
Associate Professor of Psychiatry and Medicine. 

The registration fee for the Seminar is $25, 
but interns and residents are exempt from this 
charge. The course is approved for credit by the 
American Academy of General Practice. For 


further information write the Division of Post- 
graduate Education. 
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IMPORTANT NOTICE TO ALL PUBLIC 
ASSISTANCE CONTRACT HOLDERS* 


Effective July 1, 1959, Prescriptions for all 
Vitamins and Tranquilizers will not be ac- 
cepted for payment under the Public As- 
sistance Prescription Program. 

Due to the fact that the 1959 session of the 
Florida Legislature reduced the appropriation for 
“Prescribed Medicine” and to the fact that the 
rolls of recipients of “Prescribed Medicine” are 
increasing, it is necessary that a limit be placed 
in some manner on the program of furnishing 
prescriptions to Old Age Assistance, Aid to the 
Disabled and Aid to the Blind patients. 

We have reached a point where we are now 
processing more than an average of $260,000 
worth of prescriptions per month, and the Depart- 
ment of Public Welfare must hold the figure at 
not more than $255,000 per month. We were 
told that the program would reach three million 
dollars per year, and it has begun to go above that 
amount; so a line must be held and the follow- 
ing solution seems to be the most feasible from 
an administrative standpoint. Rather than place 
a limit on the amount or number of prescriptions 
filled or on the price of an individual prescription, 
it has been thought best to place two categories of 
drugs on a “NONCOMPENSABLE” basis. 
Therefore, beginning July 1, 1959 and continuing 
until further notice, prescriptions calling for 
VITAMINS and TRANQUILIZERS cannot be 
accepted for filling and payment under your con- 
tract. We realize that it is going to be quite an 
undertaking to separate these prescriptions from 
the regular run of prescriptions and it is going to 
be a task for you to explain to Public Welfare 
patients that you cannot charge the program with 
prescriptions for these drugs and that they will 
have to pay for them out of their own funds. 

An amendment to our “Agreement” has been 
prepared which will become effective on July 1, 
1959 and it is binding on all participating pharma- 
cies. The amendment in its entirety is reproduced 
below and is followed by a list of Tranquilizers 
which the Department has compiled for your 
guidance. 

FLORIDA DEPARTMENT OF PUBLIC 
WELFARE and FLORIDA STATE 
PHARMACEUTICAL ASSOCIATION 

Amendment of Agreement for Furnishing Pre- 
scribed Medicine 


*Reprinted from the Florida State Pharmaceutical Associa- 
tion Journal, June 1959, at the request of Dr. Eugene G. Peek 
Jr., Chairman, Medical Advisory Committee to the State De- 
partment of Public Welfare. 
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Section 2 of the AGREEMENT made the 

{4th day of August, 1958, by and between FLOR- 
IDA STATE DEPARTMENT OF PUBLIC 
WELFARE and FLORIDA STATE PHARMA- 
CEUTICAL ASSOCIATION for FURNISH- 
ING PRESCRIBED MEDICINE is amended 
to read: 
2. PRESCRIPTIONS: For the purpose of this 
contract, an original written prescription on regu- 
lar printed prescription blank bearing the date 
written, the name and postal address of the pa- 
tient and the signature of the prescribing physi- 
cian, dentist, or osteopath plus a monthly Certifi- 
cation of Eligibility, Form PA-68, will be con- 
sidered proper payment authorization to a par- 
ticipating pharmacy to fill the prescription within 
the following definitions: 


COMPENSABLE ITEMS 


a. In general, drugs prescribed for the care 
and control of a chronic or an acute illness, 
disease or injury. 

b. Medical requests of prescribed dressings 
that are essential to an immediate medical 
need. 

c. Reserpine (Rauwolfia Alkaloids) for treat- 
ment of hypertension. 


NONCOMPENSABLE ITEMS 


a. Treatment and immunization drugs pro- 

vided by the State Board of Health. 

Prostheses and appliances. 

Personal care items. 

Single or multiple vitamins. 

Spiritus Frumenti. 

Drugs for hospitalized patients. 

Tranquilizers—the derivatives of Pheno- 

thiazine, Diphenylmethane, Propanediol 

and Meprobamate. 

h. After appropriate notice, unusually expen- 
sive items may be excluded upon medical 
and fiscal review. 


REFILLS 
Payment will be made for two refills within 
a 60 day period. 


QUANTITY 

Payment cannot be made for more than a 30 
day supply of medicine on an original or refilled 
prescription. 

This amendment to be effective for all pre- 
scriptions filled in July, 1959, and subsequent 


months. 


Rme an o 
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FLORIDA STATE DEPARTMENT OF 
PUBLIC WELFARE 
BN incsscasinsciel SUE ksi diabbeaeneaichcaeidaeteesepicuntdnceastiiienids 
J. Hal Stallings, Chairman, 
State Board 


(Mrs.) Charles A. Carroll, 
Secretary, State Board 


FLORIDA STATE PHARMACEUTICAL 
ASSOCIATION 
re BE csbveeiileceesecaanidoctnibicbialiiaiasibandids 
R. Q. Richards, 
Secretary-Manager 


TRANQUILIZERS TO BE CONSIDERED 
AS NONCOMPENSABLE ITEMS FOR 
THE PURPOSE OF VENDOR PAYMENTS 
BY THE STATE DEPARTMENT OF 
PUBLIC WELFARE. 


Compazine Spansules Deprol Pacatal 
Harmonyl-N Filmtabs Equanil Quiactin 
Modutrol Tablets Frenquel Softran 
Sparine HCl Injection, Halabar Somatovite 


Harmony]  Suavitil 
Meprospan Sycotrol 


Tablets, Syrup 
Thorazine Spansules 


Atarax Meprotabs Thorazine 
Besertal Miltown _ Trilafon 
Compazine Moderil Ultran 
Dartal Neo-Slowten Vesprin 
Vistaril 


This list constitutes items which you MAY 
NOT dispense on P.A. prescriptions; however, 
combinations of any of them with other drugs of 
recognized therapeutic activity are permissible 
and will be paid for under the Program. Such 
combinations, for example, would include: Dartal 
with Phenobarbital, Ataraxoid, Equanitrate, 
Equalysin, Milprem, P.M.B. NO VITAMINS 
means, no single vitamin, no multiple vitamin for 
either oral or parenteral administration. However, 
prescriptions for vitamins in combination with 
other active therapeutic agents wherein the vita- 
min content is a secondary ingredient may be 
accepted. Examples: Eldec, Dumogran, Gevrine— 
containing hormone substances and/or AM-Plus, 
Amvicel, Vi-dexemin in which the chief ingredi- 
ent is dextro-amphetamine. 

This new regulation does not affect prescrip- 
tions you fill prior to July 1, but it does prevent 
refills of prescriptions calling for medication in 
either of the categories specified. Be prepared to 
adhere to this regulation so that you will not 
have prescriptions returned to you unpaid be- 
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cause they were for items not allowed, thus re- 
sulting in a loss to you. 

As much as we dislike this new regulation, it 
was made necessary because of the reduction in 
funds allocated by the legislature and by the fact 
that more patients are being placed on the rolls. 
It still does not place us in a figure below three 
million dollars per year that we were told would 
be expended through the drug stores holding 
membership in the Florida State Pharmaceutical 
Association. If it is found that this new regulation 
makes too deep a cut in the volume, then new 
directives will be issued. 


PLEASE REMEMBER— 

No prescriptions calling for more than a 30 
day supply will be accepted for payment. 

Not more than two refills in a 60 day period. 
No prescription may be refilled more than twice. 

Do not accept two or more prescriptions in the 
same month for the same item if each is written 
for a 30 day supply. 

Prescriptions received with the physician’s 
signature in two or more different handwritings 
will be returned unless same are “Certified as a 
true copy.” 

VETERAN’S PRESCRIPTIONS ARE 
IN NO WAY AFFECTED BY THIS OR- 
DER; IT APPLIES ONLY TO PUBLIC 
WELFARE PRESCRIPTIONS. 


LETTER TO THE EDITOR 
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Dear Shaler: 

We are sending this to all County or Compo- 
nent Societies in the State. 

As the Chief Medical Consultant for the De- 
partment of Public Welfare, I want to bring to 
your attention some of the salient features of the 
public assistance vendor payment plan for pre- 
scribed medicine. I also want to emphasize several 
important medical aspects inherent in the pro- 
gram. 

As you recall, in September 1958, the De- 
partment of Public Welfare established a new 
plan to pay for prescribed medicine, and this 
was done on the basis of a statewide need for a 
better program to provide medicine to State pub- 
lic assistance recipients of Old Age Assistance, 
Aid to the Disabled and Aid to the Blind. The Aid 
to Dependent Children program was excluded. 
This plan has proved to be a means of adequately 
providing medicine to those who need it and of 
eliminating situations where the recipient did not 
purchase medicine with the money provided in the 
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monthly grant for this purpose. The vendor pay- 
ment plan is a method of financing the cost of 
medicine, and in Florida, the plan was designed 
in such a way that it would not interfere with the 
doctor-patient relationship. In other words, pa- 
tients would continue to choose their own physi- 
cian and the doctor would continue to prescribe 
for the patient according to the individual’s treat- 
ment needs. In the majority of the cases, the 
plan also avoids the use of the cumbersome form 
PA-56 previously sent to doctors in the adult 
public assistance categories. 

Aspects of the payment plan relating to medi- 
cal care were determined and approved by a 
Medical Advisory Committee appointed by the 
State Board on the recommendation of the Flori- 
da Medical] Association. The other limitations of 
the program are the result of planning a pro- 
gram within financial appropriations of the De- 
partment. 

Thus, the program can be seen in terms of 
the following criteria: 

I. COMPENSABLE ITEMS 

a. In general, drugs prescribed for the care 
and control of a chronic or an acute ill- 
ness, disease or injury. 

b. Medical requests of prescribed dressings 
that are essential to an immediate medi- 
cal need. 

c. Reserpine (Rauwolfia Alkaloids) for 
treatment of hypertension. 

II. NONCOMPENSABLE ITEMS 
a. Treatment and immunization drugs pro- 

vided by the State Board of Health. 

b. Prostheses and appliances. 

c. Personal care items. 

d. Single or multiple vitamins (effective 
July 1959. 

e. Spiritus Frumenti. 

f. Drugs for hospitalized patients. 

g. Tranquilizers—the derivatives of Pheno- 
thiazine, Diphenylmethane, Propanediol 
and Meprobamate (effective July 
1959). 

h. After appropriate notice, unusually ex- 
pensive items may be excluded upon 
medical] and fiscal review. 

III. REFILLS—Payment will be made for two 
refills within a 60 day period. 

IV. QUANTITY—Payment cannot be made for 
more than a 30 day supply of medicine on 
an original or refilled prescription. 

It should be noted that vitamins and tran- 
quilizers are listed as noncompensable effective 
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j.ly 1959. The Department will be unable to 

c ntinue to finance the cost of these items be- 

c-use of the 1959 legislative decrease in appro- 

p-iations for prescribed medicine. 

As an example of the importance and magni- 
tude of the program, our statistical reports show 
tiat total payments for the month of April 1959 
were $255,717.87 for 68,542 prescriptions. The 
average cost of prescriptions was $3.73, and of 
the total of 80,260 public assistance cases, 22.88 
per cent required prescribed medicine. 

Now that the program has been in operaticn 
for more than six months, medical and fiscal re- 
views have begun. We are able to review the 
number and cost of prescriptions issued to an 
individual as wel] as unusually expensive medi- 
cines. The vast majority of prescriptions have 
been in good order and reflect the practice of 
good medicine. The initial medical review of 
several thousand prescriptions revealed the fol- 
lowing points which are important and should 
be kept in mind by physicians signing prescrip- 
tions: 

I. Quality should not be sacrificed because of 
expense, but if a cheaper drug fulfills the 
treatment purpose, it should be used. 

II. Exercise good treatment judgment as to 
quantity and frequency of medicine pre- 
scribed. 

III. Since the program enables complete freedom 
to physicians in prescribing medicine, the 
physician carries a great responsibility in 
preventing abuse of the program. Physi- 
cians are, therefore, urged to help the De- 
partment continue a program without great- 
er payment limitations and_ restrictions 
caused by undue expense, duplication, and 
frequency of prescribed medicine. 

IV. The best rule for prescribing physicians is 
to use the same good medical judgment and 
economic concern in prescribing for public 
assistance recipients that is used in private 
practice. 

On occasion, I.plan to write directly to physi- 
cians concerning the drugs prescribed for particu- 
lar patients. This action will be taken to clarify 
the treatment circumstances in order to justify 
program expenditures. Problems relating to the 
use of narcotics and to medical practice shall be 
referred to the Narcotics Bureau or to the De- 
partment’s Medical Advisory Committee. 

If there are any individual or additional ques- 
tions, please write directly to me at the Depart- 
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ment of Public Welfare, Post Office Box 989, 
Jacksonville, Florida. 

Your interest and concern for the public 
welfare recipients, as well as for better health in 
Florida, are appreciated. 

Hope soon to discuss this with you. 

Sincerely yours, 
T. Z. Cason, M.D., 
Chief Medical Consultant 
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The Right Of A Patient To Die 
JouHN J. Farrett, M.D. 
MIAMI, FLORIDA 


Recently, during an inspection of our medi- 
cal school by an accrediting committee, I was 
asked to delineate my concept of a surgeon and 
my philosophy of the role of surgery in the edu- 
cational endeavours of a medical school. Well 
aware that the committee of five men was com- 
posed of three internists, a basic scientist and 
one surgeon, I was still compelled to give an 
honest answer and said ‘First of all, a surgeon 
is an internist who has had additional] training. 
Secondly, in a medical school, the department of 
surgery should teach what diseases can and can- 
not, what diseases should and should not, be 
treated by surgical philosophical principles and 
then we should teach the students about all the 
diseases concerned regardless of whether they are 
best handled medically or surgically. In other 
words, we believed in teaching general medicine 
with the added background of surgical philos- 
ophy”. 

Needless to say, this answer met with con- 
siderable comment and the ensuing hour was in- 
teresting to say the least. I cite this, not to bur- 
den you with the problems of medical education 
but as a half-hearted apology for the topic I have 
chosen for this evening. At a gala gathering like 
this, perhaps one’s theme should be light and 
amusing. But I believe sincerely what I said to 
that committee. Surgery is not merely a branch 
of the healing arts; it is philosophy of medicine; 
if you will, it is a way of life. We cannot be sur- 
geons eight hours a day and something else the 
remainder of the time. We must eat, live and sleep 


A Banquet Address to The South Carolina Chapter, Ameri- 
can College of Surgeons—Greenville, S_ C., November 22, 
1957. 

Dr. Farrell is Professor and Chairman, Department of 
Surgery, University of Miami School of Medicine, Chief o 
Surgery, Jackson Memorial Hospital. 

Reprinted from the July, 1958 Number of The ‘Journal of 
the South Carolina Medical Association, Vol. LIV, No. 7. 
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surgical philosophy. As surgeons, in the proper 
definition of the term, we are concerned not only 
with life and death but with the myriad facets, 
liminal and subliminal, surrounding both life and 
death. 

Because of those facts, I would like to take 
this opportunity to share with you a problem to 
which there is no ready answer but a problem 
which all of us face many times, day in and day 
out. That problem, simply stated is this: “The 
right of a patient to die”. Please do not misunder- 
stand me, I am not discussing euthanasia for 
which I hold no brief; as Hippocrates has said: 
“T will use that regimen which according to my 
ability and judgment shall be for the welfare of 
the sick, and I will refrain from that which shall 
be baneful and injurious. If any shall ask of me 
a drug to produce death, I will not give it, nor 
will I suggest such council”. 

In our pursuit of the scientific aspects of 
medicine, the art of medicine has sometimes un- 
wittingly and unjustifiably suffered. We have, 
on occasion, been so concerned with the “right 
of all men to live” that we are in danger of for- 
getting that it is appointed for all men, once to 
die. 

As surgeons we all too often consider death 
a personal defeat. Like John Donne, an English 
minister of the 16th Century we feel that: “No 
man is an island entire of itself, every man is a 
piece of the continent, a part of the main. If a 
clod be washed away by the sea, Europe is less, as 
well as if a promintore were, as well as if a man- 
or of thy friends or of thine own were; any man’s 
death diminishes me because I am involved in 
mankind, and therefore, never send to know for 
whom the bell tolls, it tolls for thee.” 

Yet we must acknowledge that death is in- 
evitable. As a child reading biblical stories, I 
was much impressed with the dignity of death: 
a patriarch surrounded by his children and his 
children’s children sorrowing but eager to hear 
the last wise words of counsel dropping from the 
dying lips. What troubles me is that as a sur- 
geon I have rarely witnessed such a scene. If a 
patient has a right to die as well as a right to live, 
he has a right to dignity in either instance. I sub- 
mit that the death bed scenes I witness are not 
particularly dignified. The family is shoved out 
into the corridor by the physical presence of in- 
travenous stands, suction machines, oxygen tanks 
and tubes emanating from every natural «and 
several surgically induced orifices. The last words, 
if the patient has not been comatose for the 
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past forty-eight hours, are lost behind an oxygen 
mask, 

I discuss this, not because I have an answer 
to the problem but because it is a very real prob- 
lem which all of us must face. Frequently on the 
wards of our hospital, my surgical residents come 
to me actually troubled and concerned. Mr. So 
and So has widespread metastases and is bleed- 
ing, how vigorously should he be treated? What 
is our proper role as physicians in sustaining life 
in cases like this? How much or how little thera- 
py is ethically or morally proper? What about 
his hospital bills? I am inordinately proud of 
these young men when they raise these questions. 
At those times I feel confident of the shining fu- 
ture of the surgical profession. If eager young 
men caught up in the hustle and hurry of a busy 
surgica] service, immersed in the pride and satis- 
faction of knowledge acquired and techniques per- 
fected pause to consider their role as doctors and 
humanitarians, then postgraduate surgical resi- 
dencies are assured of success. Lately I have 
been struck by the number of times the same dis- 
cussion and questions arise in informal meetings 
with other practicing surgeons. There is no doubt 
that this awareness and concern is pertinent to- 
day. Perhaps some of you have read the January 
1957 issue of the Atlantic Monthly. In that issue 
a widow wrote an article entitled “A Way of Dy- 
ing”. The opening lines begin “There is a new way 
of dying today. It is the slow passage via modern 
medicine ...... If you are going to die it can 
prevent you from so doing for a very long time”’. 
The Atlantic Monthly commenting on the article 
said that the large metropolitan hospitals have 
“made dying . . . . an ordeal which has somehow 
deprived death of its dignity”. 

The New England Journal of Medicine in an 
editorial comment on the article says “Today’s 
graduate falls heir—and with no extra effort— 
to the immaculate, modern aseptic skills that can 
keep a diseased, half-dead, cancerous body alive, 
by intravenous nourishment and with the magic 
of penicillin and round-the-clock specia] nursing, 
so long that the doctor may emerge in the eyes 
of the kin with little resemblance to the wise and 
understanding physician of yesteryear. In that 
picture known to most physicians the kindly, 
bearded humanitarian sits quietly by the bedside 
waiting for his little patient to die or to recover; 
the decision is not his. There is hidden ignorance 
and sentimentality in the picture, but there is, 
paradoxically great strength, beauty and spiritual 
dignity implicit in the situation portrayed.” 
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The history of medicine is replete with count- 
kss examples of the wide swing of the pendulum 
in medical thought and therapeutic fashions. With 
the rapid progress of the scientific aspects of 
medicine, with all the startling new discoveries, 
ignorance of the latest techniques and practices 
cannot be tolerated in our enlightened, modern 
era. The staid old jokes about burying our mis- 
takes no longer elicit a weak smile but merit iv- 
stead an irritated frown. So the pendulum tends 
to swing away from the proper balance of the 
science and art of medicine to a point where all 
out, heroic measures embodying all the most re- 
cent advances and all the ancillary services must 
be employed in every instance. I might add that 
this violent swing of the pendulum is not due to 
the medical profession alone but has received 
considerable momentum produced by the lay press 
and the lay public demanding the employment of 
our “modern miracles”. 

As I have said, I do not know the answer. I 
do not believe there is an easy answer to be found 
in the entire philosophy of surgery. Surgery im- 
plies rapid and correct judgments predicated upon 
intimate knowledge of the sciences of physiology, 
biochemistry, pharmacology, bacteriology, pathol- 
ogy and anatomy as well as the proper employ- 
ment of technical skills. However, it also implies 
meticulous attention to minute detail, intimate 
knowledge of and an appreciation for the econom- 
ic, psychosomatic, social and moral as well as the 
physiologic and pathologic aspects of humanity. 
Ethical standards are not acquired by the repeti- 
tion of a pledge nor is a moral sense developed 
by osmosis alone on the hospital wards. As con- 
tinuing students of surgery we must also acquaint 
ourselves with the discussions of sociologists and 
philosophers. Each one of us must strike a bal- 
ance between the science and the art of medicine. 
We must hold to our Hippocratic oath in the 
light of present day knowledge and our own 
spiritual values. Each one of us must constantly 
ask ourself; wherein lies the glory of a technical 
triumph which precipitates economic, social or 
spiritual bankruptcy? We cannot allow culpable 
ignorance to mask itself in the guise of humani- 
tarianism, neither can we allow scientific achieve- 
ment to preclude the right to live or the right to 
die with the dignity which is the right of every 
man. In the last analysis we must seek guidance 
beyond ourselves and I for one can only repeat 
that ancient psalm “Out of the depths I cry to 
thee O Lord, Lord hear my prayer”. 
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If There Were No Blue Shield 


Once upon a time, there was a Participating 
Physician who became so exasperated over dif- 
ferences with his Blue Shield Plan that he called 
entreatingly upon his favorite pixies, leprechauns 
and gremlins to arrange for immediate and just 
disposition. Lo and behold, his plea was heard. 
Suddenly, there was no more Blue Shield. Strange- 
ly, this did not end the trouble. More serious 
problems arose. As disgruntled patients found 
themselves more and more pinched to meet the 
expenses of illness, and less and less inclined to 
pay doctor bills out of current income, they look- 
ed more and more with favor upon the panaceas 
offered by politicians. 

This fairy tale, with its not-so-happy ending, 
is not beyond the realm of possibility, even prob- 
ability, unless the Doctors’ Plan of voluntary pre- 
payment for medical expenses has the unequivocal 
support of the medical profession. Much depends 
upon keeping Blue Shield healthy and growing 
normally. The very principle of voluntary health 
insurance hinges upon the continued well-being 
of Blue Shield. In the opinion of Dr. Donald 
Stubbs, President of the District of Columbia’s 
Blue Shield Plan and Chairman of the Board of 
the national association of Blue Shield Medical 
Care Plans, the whole structure of voluntary 
health insurance is dependent upon Blue Shield. 
He believes that Blue Cross would not be able to 
survive without it, nor would the commercial 
insurance industry, especially the major medical 
portion of it. Supporting this contention is the 
active program of the insurance industry to 
establish liaison with physicians, hospital manage- 
ment and others in the health care field at local 
levels. The Florida Medical Association now has 
a Committee on Commercial Health Insurance. 
Its counterpart may be found in many other 
state medical associations. It is reasonable to as- 
sume that such activities are not primarily al- 
truistic, for love of physician and fellow man. 
They are born of necessity. 

Which brings to mind the reasons for the 
birth of Blue Shield. Perhaps Blue Shield today 
can attribute much of its sturdiness to the nature 
of its origin, that it was actually an unwanted 
child, forced to mature and grow strong in the 
face of opposition from those who should have 
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been nurturing and protecting it. Dr. Russell B. 
Carson, President of Blue Shield of Florida, 
maintains that “Blue Shield was born of two 
parents—economic necessity and _self-preserva- 
tion,” that is, the economic necessity of the pa- 
tient and self-preservation for the doctor. One fact 
is certain, the physician had, and still has, no 
great urge to get into the insurance business. The 
medical profession did not create Blue Shield as 
a side line to the practice of medicine. It was a 
strategic move to forestall political domination. 
It was fortunate, indeed, that this could be done 
in a manner which would also perform exemplary 
public service. 

It is this doctrine of service which must be 
kept alive, which must be extended until it can 
be made available to all people, everywhere. The 
fundamental principles of the voluntary, non- 
profit service plans are service benefits and com- 
munity service. Depart from—or even compro- 
mise—these principles and the uniqueness of 
service plans, that which makes them attractive 
and beneficial to the subscribers, will be on its 
way out. Blue Shield will truly be gone. In its 
place will be just another insurance company, 
searching only for the select risks. Since com- 
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mercial insurance companies must show a profit 
to remain in business, they are delighted to have 
the service plans assume the responsibility of 
providing coverage for those in whom they have 
little interest. Like some sincere critics from 
among the medical profession, they advocate 
service plans providing protection for these only. 
Service plans cannot survive by covering only the 
low income group, with its higher than average 
ut‘l’zation. If they are to provide community 
protection, they must have access to every mem- 
ber of the community. 

Recently, the force of competition from com- 
mercial health insurance organizations, which 
select their policyholders carefully, has caused 
the service plans to compromise somewhat by 
offering supplemental contracts with deductible 
and co-insurance provisions. These supplemental 
contracts do not affect the basic service contracts, 
but provide benefits for services not now covered. 

Should Blue Shield and Blue Cross find their 
days numbered, the ultimate outcome will be 
government supervision. With them will go the 
commercial insurance carriers and the freedom 
of the American physician to practice medicine 
according to the dictates of his own convictions. 





The Osteopathic School of Medicine 
Its Doctors and Its Institutions 


Today in Florida and the United States 
The Osteopathic Profession in Florida 


In the State of Flerida, 413 doctors of oste- 
opathy practice their profession; this number is 
approximately 3 per cent of the 13,400 doctors of 
osteopathy in the United States. The Florida 
doctors are licensed and regulated under the pro- 
visions of the Osteopathic Practice Act and are 
authorized by statute to have all rights and to 
be of equal rank and grade with the physicians 
and surgeons holding the degree of Doctor of 
Medicine. Applicants for licensure are first re- 
quired to meet the standards and provisions of 
the Basic Science Act. Qualified doctors are then 
licensed to practice osteopathic medicine and sur- 
gery by the Board of Osteopathic Medical Ex- 
aminers under statutory standards of professional 
education and training similar to those of the 
Medical Practice Act, including for graduates 


Editor’s Note: At a conference in February 
1959 between representatives of the Florida 
Medical Association and the Florida Osteopathic 
Medical Association, officers of the Florida Medi- 
cal Association agreed to have published in The 
Journal of the Florida Medical Association, as a 
source of information to its members, a factual 
account of the present status of osteopathy in the 
state and in the nation, to be prepared by the 
Florida Osteopathic Medical Association. The 
informative article here presented was submitted 
for publication in June 1959. The recent action 
by the House of Delegates of the American 
Medical Association, followed by the action of 
the House of Delegates of the American Oste- 
opathic Association makes this presentation par- 
ticularly timely. 
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siice 1948 a required one year hospital intern- 
sip. Professional regulation and administration 
u:.der the Osteopathic Practice Act are subject 
tc the same general statutory provisions as are 
aj,plicable to the Board of Medical Examiners 
aid other professional licensing boards. 

These doctors of osteopathy are located in 92 
cities and towns of the state. Approximately 146 
oi the doctors were graduated from osteopathic 
colleges since 1945. They do not practice 
in public or private medical hospitals in the 
state, but confine their hospita] care to 18 osteo- 
pathic hospitals located in 16 cities in the state 
furnishing, in all, 425 hospital beds and 88 bas- 
sinets. The largest osteopathic hospital has 48 
beds and the smallest hospital has 10 beds. 
These hospitals provide general medical and sur- 
gical care. All the osteopathic hospitals are pri- 
vate hospitals, most of them being nonprofit 
charitable corporations. None of the hospitais 
are operated by or for the state government. 
There are, for purposes of comparison, 161 medi- 
cal hospitals in Florida, and of this number, 65 
are of a size of 50 beds or less.1 Doctors of 
osteopathy tend largely to be engaged in general 
practice in the state. Twenty-two are certified 
in a specialty field of practice by one of the 
American Osteopathic Specialty Boards. The 
classifications are in anesthesiology (1), internal 
medicine (1), pediatrics (3), proctology (5), oph- 
thalmology and otolaryngology (4), roentgenol- 
ogy (2), radiology (1), obstetrics and gynecology 
(1), and surgery (6). Others are engaged in 
specialty training programs including residencies 
and required clinical specialty practice following 
a residency needed to qualify for certification 
under one of the American Osteopathic Boards 
of specialty practice. Two osteopathic hospitals 
in the state are approved for intern training by 
the American Osteopathic Association. 

Doctors of osteopathy in Florida participate 
in rendering care under state public health plans, 
voluntary health insurance, private employer 
health plans and related health or welfare pro- 
grams under the same general conditions or re- 
quirements applicable to doctors of medicine. 
Generally speaking, the Florida public health 
statutes place upon doctors of osteopathy the 
same responsibilities and duties under such laws 
as are applicable to doctors of medicine. This 
situation exists in part because most of such laws 
place such duties or responsibilities on “licensed 
physicians” and that term legally has been con- 
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strued to include doctors of osteopathy and doc- 
tors of medicine.? 


The Six Osteopathic Colleges 
There are only six colleges of osteopathic 
medicine in the United States. They are: 


1. Chicago College of Osteopathy, Chicago, 
Ill. 

2. College of Osteopathic Physicians and Sur- 
geons, Los Angeles, Calif. 

3. College of Osteopathic Medicine and Sur- 
gery, Des Moines, Iowa. 

4. Kansas City College of Osteopathy and 
Surgery, Kansas City, Mo. 

5. Philadelphia College of Osteopathy, Phil- 
adelphia, Pa. 

6. Kirksville College of Osteopathy and Sur- 
gery, Kirksville, Mo. 


These colleges are the only colleges in the United 
States or elsewhere granting the degree of Doctor 
of Osteopathy. They are approved by the Bu- 
reau of Professional Education and Colleges of the 
American Osteopathic Association, and otherwise 
as described in a later paragraph. The osteo- 
pathic profession has no foreign medical school 
problem, and only 192 doctors of osteopathy prac- 
tice outside of the United States or its territories. 

The Educational Standards established by the 
Bureau of Professional Education and Colleges of 
the American Osteopathic Association are pub- 
lished annually in the January Educational Sup- 
plement to the Journal of the American Osteo- 
pathic Association. This Educational Supple- 
ment contains detailed information and statistics 
concerning all phases of preprofessional and pro- 
fessional education. In addition, Medical School 
Inquiry—Staff Report to the Committee on In- 
terstate and Foreign Commerce, House of Repre- 
sentatives, Eighty-Fifth Congress, First Session, 
a study recognized as one of the most comprehen- 
sive ones made concerning medical education, 
on pages 115 to 145 contains further detailed in- 
formation concerning osteopathic professional 
education, as well as on the educational programs 
of United States medical schools, foreign medical 
schools, and schools of dentistry and public 
health. The study is basic to efforts of the federal 
government to provide financial aid to the pri- 
mary medical training resources of this country. 


The Matriculation of Students 
Applicants to osteopathic colleges today num- 
ber approximately two applicants for each ad- 











328 


mission. The colleges conduct inquiries into the 
moral, personal, and social characteristics of the 
applicants. Osteopathic colleges utilize special 
tests to determine the qualifications of applicants, 
the best known of these tests being the Medical 
College Admissions Test administered by the 
Educational Testing Service of Princeton Univer- 
sity, which approximately 85 per cent of those 
admitted to osteopathic colleges take. Three 
osteopathic colleges use the University of Min- 
nesota Multiphasic Personality Index as a part 
of their admissions test. Four osteopathic col- 
leges have a psychiatrist on their admissions 
committee. The osteopathic colleges rely heavily 
upon the recommendations of the premedical com- 
mittees of the preprofessional colleges, and upon 
interviews conducted by members of the osteo- 
pathic profession in the locality where the ap- 
plicant resides. 


Required Preprofessional College Education 


At the present time all six osteopathic col- 
leges, and all but one medical school approved 
by the American Medical Association in the 
United States require of all applicants a minimum 
of three years preprofessional college education 
prior to matriculation. Harvard Medical School 
requires only two years of preprofessional college 
training, and the Johns Hopkins University 
School of Medicine will require only two years of 
preprofessional college study after Sept. 1, 1959. 
Contrary to preconceived notions, both medical 
and osteopathic colleges, while requiring a fairly 
large list of required subjects, accept students 
with averages as low as C or C plus for admission. 


The policies of over 50 percent of medical 
schools call for no more than C or C+ averages, 
and 30 percent of schools indicate minimal grade- 
average policy.4 
Thirteen per cent of the matriculants in osteo- 
pathic colleges drop out because of academic fail- 
ure, financial difficulties, or other reasons, and 
about 5 per cent in medica] schools for the same 
reasons. In March 1959, 1,942 students were in 
training in the six schools of osteopathy. Ap- 
proximately 467 students graduated in June 1959. 
In the fall of 1958, 66 per cent of the entering 
students in osteopathic colleges had received a 
bachelor’s degree from their preprofessional col- 
lege. Both medical and osteopathic colleges in 
the United States, while meeting the minimum 
standards of preprofessional education established 
by their national professional associations, retain 
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considerable local authority in accepting students. 
Both professions require the same basic preprofes- 
sional subjects, such as chemistry, English, mathe- 
matics, zoology and related subjects. 


Professional Osteopathic Education 

The osteopathic colleges include in their cur- 
riculums the same basic science subjects in the 
freshman and sophomore years and clinical sub- 
jects in the third and fourth years as presented in 
approved medical colleges. The Committee for 
the Study of Relations Between Osteopathy and 
Medicine of the American Medical Association 
in 1955 made the following conclusions concern- 
ing osteopathic education as a part of its lengthy 
study report: 


Current curriculums in colleges of osteopathy 
include all subjects taught in present-day schools 
of medicine. In addition, there are courses deal- 
ing with the musculoskeletal system and manip- 
ulative therapy. The degree of emphasis upon 
these courses is variable and is diminishing. At 
none of the colleges was there evidence that 
these courses interfered with the achievement of 
sound medical education.5 


The colleges utilize hospital outpatient and clinic 
instruction for students in their junior and senior 
years. The six usual basic science departments of 
anatomy, pathology, bacteriology, physiologic 
chemistry or biochemistry, physiology, and phar- 
macology are found in the osteopathic colleges. 
The clinical instruction in the junior and senior 
years in osteopathic colleges falls into similar 
compartments, such as the Departments of Medi- 
cine or Osteopathic Medicine, Surgery, Obstetrics, 
Pediatrics, Neurology, Psychiatry, and other 
clinical areas. The instructors and professors in 
the basic science subjects are generally full time 
men on the faculties, while in the clinical years 
the faculty members are doctors of osteopathy, 
who may or may not be ful] time men, and if not, 
the instruction will be partially given by part 
time doctors engaged in private practice in the 
localities of the schools. Some clinical depart- 
ments may have a fairly large percentage of full 
time men and others few, relying more on part 
time men. The objective of osteopathic colleges 
is to train a well rounded general practitioner, 
capable of advancing into specialized practice 
upon the completion of further postgraduate 
training. All of the osteopathic colleges have some 
postgraduate teaching responsibilities, but they 
are limited largely to interns and residents, and 
some United States Public Health Service fellow- 
ships in both undergraduate and graduate medi- 


cine. Regular short postgraduate courses for 
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acticing physicians are also conducted by the 
lleges. Some doctors of medicine teach in 
‘teopathic colleges, but no doctors of osteopathy 
ach in medical schools. Four doctors of medi- 
ne, for example, are on the faculty of the 
hicago College of Osteopathy. 

All of the osteopathic colleges are located in 
states where all of the doctors of osteopathy may 
qualify for an unlimited license to use drugs and 
perform operative surgery. All osteopathic schools 
have a Department of Pharmacology similar to 
that in medical] schools, and it is this department 
which is responsible for instruction in the area 
most closely related to instruction in the use of 
drugs. The subject of materia medica is now an 
obsolete course in both medical and osteopathic 
colleges. The clinical use of drugs and surgery are 
taught during the third and fourth year extern- 
ships which the students serve in the teaching hos- 
pitals and outpatient clinics. During this period, 
students prescribe and administer drugs and assist 
in surgery under the direction and supervision of 
the clinical instructors. Development of the teach- 
ing in surgery follows the usual pattern com- 
mencing with anatomy in the basic sciences and 
being followed up in the clinical years with 
observation and assisting in surgical operations. 
The case records of osteopathic hospitals are 
maintained in accordance with standard medical 
procedure and cover the usual hospital entries or 
records maintained in medical hospitals. With 
the exception of the Detroit Osteopathic Hospital, 
Detroit, Mich., a 425 bed teaching hospital of 
the Chicago College of Osteopathy, and the 
Osteopathic Unit of the Los Angeles County 
General Hospital, the 500 bed teaching unit of 
the College of Osteopathic Physicians and Sur- 
geons, the teaching hospitals of the osteopathic 
colleges do not run as large in size as those af- 
filiated with medical schools. Most of the osteo- 
pathic teaching hospitals fall into the 100 bed 
to 225 bed capacity as compdred with medical 
teaching hospitals, which are usually in the 300 
bed to 500 bed category or larger. 


College Approval and Accreditation 


The American Osteopathic Association 
(A.0.A.), through its Bureau of Professional 
Education and Colleges, is a constituent member 
of the American Council on Education. The 
American Association of Osteopathic Colleges 
(A.A.0.C.) also is a constituent, or voting, mem- 
ber of the American Council on Education. It 
is represented on the Bureau of Professional 
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Education and Colleges of the American Osteo- 
pathic Association. 

Every four years the American Council on 
Education publishes “American Universities and 
Colleges,” which includes al] undergraduate in- 
stitutions and all approved professional colleges 
in the United States. The last edition of “Ameri- 
can Universities and Colleges” was published in 
1956. Part II of this book is entitled “Profession- 
al Education in the United States.” Pages 162 
and 163 include a section on osteopathy dealing 
with the history of osteopathic education, fur- 
nishing educational statistics about osteopathic 
education and listing the approved colleges of 
osteopathy. This section specifically states that 
the American Osteopathic Association, through its 
Bureau of Piofessional Education and Colleges, 
is recognized “by the various state licensing 
authorities and departments of the Federal 
Government as the accrediting agency of osteo- 
pathic colleges.” Approval of the osteopathic 
colleges includes their general hospitals, which are 
a part of all osteopathic colleges. 

Apparently, there still exist some nisunder- 
standings in various areas over the oificia]l ac- 
crediting procedures for undergraduate education 
in the United States. There are six accrediting 
associations responsible for the accreditation of 
institutions with liberal arts and general pro- 
grams, and, in some cases, those with special 
programs in undergraduate education, such as 
engineering. These associations are as follows: 

The New England Association of Colleges and 
Secondary Schools 

The Middle States Association of Colleges and 
Secondary Schools 

The North Central Association of Colleges 
and Secondary Schools 

The Northwest Association of Secondary and 
Higher Schools 

The Southern Association of Colleges and 
Secondary Schools 

The Western College Association 

Undergraduate institutions in a state come 
under the jurisdiction of the appropriate regional 
accrediting agency. The University of Miami, for 
example, is approved by the Southern Association 
of Colleges and Secondary Schools. The Univer- 
sity of Miami School of Medicine, on the other 
hand, or any other United States medical college, 
is approved only by the Council on Medical 
Education and Hospitals of the American Medi- 
cal Association. In other states the same can be 
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said, namely, that nonprofessional education 
comes under the regional accrediting agency, and 
the professional education under the appropriate 
professional accrediting agency, which for the 
medical educational institutions is the American 
Medical Association and for osteopathic colleges 
is the American Osteopathic Association.® 


Osteopathic college education credits are ac- 
cepted by leading universities including Michigan 
State University, Syracuse University, University 
of Omaha, and others under a combined degree 
program permitting osteopathic students to re- 
ceive their bachelor’s degree while in their first 
or second year in osteopathic colleges. This com- 
bined degree program is fully explained in the 
Educational Supplement to the Journal of the 
American Osteopathic Association. 


Hospital Internships 


A hospital internship is a condition for licen- 
sure of osteopathic doctors graduating since 1948 
under the present Osteopathic Practice Act, but 
not under the Medical Practice Act of Florida. 
Twenty-nine states, including Hawaii, and the 
District of Columbia today require, by law or 
regulation, an internship as a condition for the 
unlimited licensure of doctors of medicine and 
24 states, including Hawaii, and the District of 
Columbia require a hospital internship for doctors 
of osteopathy. Hospitals providing intern train- 
ing must, in the states having such a requirement, 
be approved by the professional licensing boards. 
In the medical profession such hospitals are 
voluntarily approved by the Council on Education 
and Hospitals of the American Medical Associa- 
tion and for the osteopathic profession by the 
Bureau of Hospitals of the American Osteopathic 
Association. No medical or osteopathic college 
requires an internship as a prerequisite to the 
Doctor of Medicine or Doctor of Osteopathy 
degree. An internship in the osteopathic profession 
is a 12 month hospital training program covering 
the fields of medicine, surgery, obstetrics, and 
related fields such as pediatrics, radiology and 
anesthesiology, and meeting the standards for 
intern training established and administereé ' by 
the Bureau of Hospitals of the American Osteo- 
pathic Association. All but seven of the 439 
graduates of osteopathic colleges in 1958 are now 
engaged in completing their one year hospital 


internship. 
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Specialty Boards and Residencies 

Boards or colleges of specialty practice or 
certification are maintained under the direction of 
the American Osteopathic Association. The stand- 
ards of the specialty boards are published in the 
March issue of the Journal of the American 
Osteopathic Association.?7 A recent study® indi- 
cated that 845 doctors of osteopathy in the 
United States limit their practice to one of the 
recognized specialty fields such as surgery, ob- 
stetrics, psychiatry, or pediatrics, there being 12 
American Osteopathic Boards of specialty certif- 
ication in all. The same study indicated that 
1,333 of the 13,400 doctors of osteopathy in the 
United States limit their practice to manipulative 
practice. The great percentage are in general 
practice. 

The licensing of doctors of osteopathy itself 
does not involve residency training; other than 
that in some states, doctors serving hospital 
residencies in such specialties as surgery, obstet- 
rics, pediatrics, psychiatry and related fields may 
be exempt from licensure during the hospital 
residency period, which is generally three years 
in length. No state requires a residency as a 
condition to licensure. Residencies are a condition 
to certification by the 12 voluntary specialties 
boards of the American Osteopathic Association. 
In surgery, for example, the American Osteopath- 
ic Board of Surgery requires a person seeking 
certification in surgery to have assisted during his 
formal training in not less than 400 major surgical 
operations and to have performed a minimum 
of 200 major surgical operations on his own re- 
sponsibility upon completion of his three years of 
formal training. 


Research 


Research is recognized as a desirable part of 
the functions of an osteopathic college and the 
education of an osteopathic physician and sur- 
geon. The osteopathic colleges do not have, how- 
ever, the finances or personnel to provide training 
in research to anywhere near the extent available 
in medical schools. The United States Public 
Health Service provides some research grants, 
fellowships, and also postdoctoral fellowships to 
the osteopathic colleges and osteopathic gradu- 
ates. Research in the osteopathic colleges is 
directed at basic studies of fundamental phe- 
nomena of the musculoskeletal system, and not at 
areas relating to current therapy. Reports on the 
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NOW SHE 
CAN COOK 
BREAKFAST 
AGAIN 


...WHEN You PRESCRIBE NEW 


MORNIDINE 


A new drug with specific effectiveness in nausea 
and vomiting of pregnancy, Mornidine elimi- 
nates the ordeal of morning sickness. 
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research programs of the osteopathic profession 
are periodically reported in the Journal of the 
American Osteopathic Association and in other 
scientific journals. 


Licensing of Doctors of Osteopathy 
in Other States 


The doctors of osteopathy are licensed fully 
to practice medicine and surgery, or under a 
license including the use of drugs and surgery, in 
37 states, including Hawaii, and in the District of 
Columbia. The licensing boards in these unlimited 
license states are in 16 states composed of 
doctors of osteopathy only; in 17 states of both 
doctors of medicine and doctors of osteopathy; 
in three states of doctors of medicine only; and 
in two states there are two boards, one composed 
of doctors of osteopathy only and the other com- 
posed solely of doctors of medicine, but only the 
medical board may issue an unlimited license. 
The legal standards of the medical and osteo- 
pathic boards are comparable; 25 of the boards in 
all, as noted, require an internship as a condition 
to licensure. All require that the doctor of osteop- 
athy be a graduate of one of the six osteopathic 
colleges approved by the American Osteopathic 
Association. Ninety-two per cent of the doctors 
of osteopathy practice in the unlimited states, and 
a large percentage of the other doctors of osteop- 
athy hold unlimited licenses in states other than 
the states in which they are located. In the years 
between 1952 and 1956 alone, Boards of Medical 
Examiners issued 1,296 licenses to practice medi- 
cine and surgery to doctors of osteopathy. 

The medical examining boards which license 
doctors of osteopathy to practice medicine and 
surgery in all instances have a majority of their 
members with the Doctor of Medicine degree. In 
a state like Texas, for example, three doctors of 
osteopathy are members of the Texas Board of 
Medical Examiners, and doctors of osteopathy 
have been licensed to practice medicine and sur- 
gery since 1907. In Colorado, they have been 
licensed to practice medicine and surgery since 
1917, and in other states for similar long periods 
of time. In another state, Kansas, a new Kansas 
Healing Arts Board with five doctors of medicine 
and three doctors of osteopathy was established 
in 1957, and a doctor of osteopathy is, this year, 
serving as the President of the Board. One or 
more doctors of osteopathy serve, in addition, on 
the Boards of Medical Examiners in the states of 
Colorado, Delaware, Indiana, Kentucky, Massa- 
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chusetts, New Jersey, New York, Ohio, Oregon, 
South Dakota, Virginia, Wisconsin, and Wyom- 
ing, and in the District of Columbia. 

The unlimited licenses issued to the doctors of 
osteopathy vary in name and may be called a 
physician’s and surgeon’s certificate, or a license 
to practice medicine and surgery, medicine, 
osteopathic medicine and surgery, or osteopathy, 
or a similar name. 

Status of Doctors of Osteopathy Under 

Federal Laws 

Doctors of osteopathy and doctors of medi- 
cine have almost an identical status under federal 
laws. The most important exception is that while 
doctors of osteopathy are eligible to be appointed 
to the Medical Corps of the Army, Navy, and 
Air Force as Commissioned Medical Officers, no 
such appointments have yet been made. Doctors 
of osteopathy are now serving as Medical Officers 
of the United States Public Health Service and 
Veterans Administration. A fairly large number 
are Reserve Medical Officers of the United States 
Public Health Service and serve on active duty 
for two weeks of each year. Osteopathic doctors 
provide medica] services or prepare medical certif- 
icates under all of the various federal laws 
requiring such services or certificates.? 

Osteopathic colleges receive educational grants 
from the United States Public Health Service to 
assist the training of student doctors in mental 
health, cancer, and cardiovascular diseases. Nu- 
merous osteopathic hospitals have received large 
federal grants-in-aid to assist in their construction 
under the Hill-Burton Act. A United States Pub- 
lic Health Service report recently published 
compared the knowledge of students in osteo- 
pathic and medical colleges receiving cancer 
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teaching grants.1° The results showed the osteo- 
pathic students had a slightly greater cancer 
treatment knowledge in the freshman and sopho- 
more years and the medical students in the junior 
and senior years. The differences, however, were 
not great in any one year. A federal bill support- 
ed by the United States Department of Health, 
Education, and Welfare and by President Eisen- 
hower favors financial grants for the expansion 
of medical and osteopathic schools. Federal regu- 
lations in some of the health plans require that 
a participating doctor possess an unlimited license, 
as for example the Medicare Program for de- 
pendents of Armed Forces personnel. In such 
instances, the few doctors of osteopathy in the 
limited states may not participate because of 
I‘mited licensure. The basic law enacted by the 
United States Congress in 1929 regulating the 
practice of medicine and osteopathy in the 
District of Columbia provides: 
The degrees doctor of medicine and dector of 


osteopathy shall be accorded the same rights and 
privileges und:r governmental regulations. 


Accreditation of Hospitals 


There are approximately 400 osteopathic 
hospitals in the United States providing general 
hospital care, including those earlier referred to 
located in Florida. These hospitals are located 
in 22 states. They provide an estimated 12,000 
hospital beds. In some areas, particularly in the 
less heavily populated urban areas, they may 
furnish the only available hospital facilities or an 
important part of such facilities. The American 
Osteopathic Hospital Association is the official 
national membership organization of the hospitals, 
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but the registration or approval program for such 
hospitals is maintained by the American Osteo- 
pathic Association. 

There are categories of accreditation of hospi- 
tals in both the medical and osteopathic profes- 
sions. The various states license medical and 
osteopathic hospitals under state hospital licens- 
ing laws, and in addition, the professional] licens- 
ing boards approve hospitals for intern training. 
The American Osteopathic Association conducts a 
voluntary hospital accreditation program through 
its Bureau of Hospitals and “registers” hospitals 
for general medical and surgical care; it also 
“approves” hospitals for intern and residency 
training in accordance with prescribed standards. 
The American Medical Association ‘approves’ 
medical hospitals for intern training. The Ameri- 
can Hospital Association “lists”? medica] hospitals 
for general medical and surgical care, and the 
Joint Commission on Accreditation “accredits” 
medical] hospitals with 25 or more beds. The 
medical and hospital organizations do not permit 
doctors of osteopathy on the staffs of hospitals 
which they approve, list, or accredit. The Ameri- 
can Osteopathic Association, on the other hand, 
does not prohibit doctors of medicine from serving 
on the staffs of osteopathic hospitals, or public 
hospitals jointly staffed by doctors of osteopathy 
and doctors of medicine, which are approved or 
registered by it. 


The Approach of the Osteopathic School 
of Medicine 


The approach of the osteopathic school of 
medicine has been greatly influenced by advances 
in scientific medicine. The colleges from the 
earliest days included instruction in drugs and 
surgery, although this fact was for a long period 
of time questioned. In a Missouri decision! in 
1952, the St. Louis Court of Appeals set forth the 
corporate charter of the original school established 
in 1892, the Kirksville College of Osteopathy and 
Surgery: 


The object of this Corporation is to establish a 
College of Osteopathy, the design of which is to 
improve our present system of Surgery, Ob- 
stetrics and treatment of diseases generally and 
place the same on a more rational and scien- 
tific basis to impart information to the medical 
profession and to grant and confer such honors 
and degrees as are usually granted and conferred 
by reputable Medical Colleges, to issue diplomas 
in testimony of the same to all students gradu- 
ating from said School under the seal of the 
Corporation with the signature of each member 
of the faculty and of the President of the College. 


(Continued on page 340) 
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(Continued from page 336) 
Trial court Findings of Fact and Conclusions of 
Law in this case held that the College had, from 
its beginning, included all areas of diagnosis and 
therapy, including drugs and surgery, as a part 
of its curriculum and course of training.12 

The intervening years until the present day 
were ones which saw differences of opinion be- 
tween the medical and osteopathic professions. 
The Journal of the American Osteopathic Associa- 
tion, in particular, in recent issues has sought to 
reconcile these differences and places much of the 
burden for the differences on semantics. In sim- 
plest language, the approach of the osteopathic 
profession has been that it recognizes the im- 
portance of the musculoskeletal system, along 
with the other body systems, in the diagnosis and 
treatment of human ailments and diseases. It is 
not contended that all disease is caused by de- 
rangements of the musculoskeletal system, but 
that evaluations of such factors should be con- 
sidered in treating the patient as a whole person. 
Manipulation, along with other therapies of 
physical medicine, is adaptable to the treatment 
of derangements of the musculoskeletal system. 
The osteopathic doctor utilizes manipulative pro- 
cedures where needed in practice. As noted earlier, 
the number of doctors of osteopathy restricting 
their practice to a manipulative practice approxi- 
mates 10 per cent. 

It is well to remember that manipulation it- 
self is an old therapy, going back for its origin 
to the days of Hippocrates. Osteopathy as a 
school of medicine helped to bring new attention 
to this therapy. Current medical publications 
discuss its use frequently. James B. Mennell, 
M.D., author of “The Science and Art of Joint 
Manipulation,” in his text states: 

An enormous amount of human disability and 

suffering is amenable to treatment by manipula- 

tion, even to the extent of cure. There are other 
conditions in which manipulative treatment can 

be of service in reducing disability to the mini- 

mum, when without it the patient would suffer 

unnecessary disability or discomforts. There is 

no doubt that the final downward fall into com- 

plete incapacity can often be postponed in cases 

of incurable disease by manipulation. I can, 

however, only say that my experience so far has 

failed to convince me that any ordinary patho- 
logical process within the body is altered mate- 
rially for the better or the worse with three ex- 
ceptions: First, there are many complaints which 
owe their origin entirely to disturbance of joint 
function and recovery is impossible unless the 
joint function is restored to normal by manipu- 
lation; second, that the symptoms which can 
arise as a result of a joint derangement will often 
simulate organic disease and that these cases re- 
main incurable unless the joints are examined 


and the necessary adjustment made; third, that 
if pathological changes within the body are pres- 











TT (Uc _ = 








now...a new way 
to relieve pain and stiffness 


in muscles and joints 


@ Exhibits unusual analgesic properties, 
different from those of any other drug 
@ Specific and superior for relief of Somatic pain 
® Modifies central perception of pain 
without abolishing natural defense reflexes 
® Relaxes abnormal tension of skeletal muscle 


SORA 


N-Isopropy!-2-methyl-2-propyl-1, 3-propanediol dicarbamate 





In back pain, bursitis, sprains, strains, and bruises, whiplash 
and other traumatic injuries, inflammatory and degenerative 
muscle and joint complaints. 

Many patients report they feel better and sleep better with — 
Soma than with any previously used analgesic or relaxant drug. 
Soma often makes possible reduction or elimination of steroids, 
salicylates, sedatives and narcotics. 

RAPID acTING. Pain-relieving and relaxant effects start within 
80 minutes and last for at least 6 hours. 


NOTABLY SAFE. Toxicity is extremely low. No effects on liver, 


endocrine system, blood pressure, blood picture or urine have 
been reported. Some patients may become sleepy on higher 
than recommended dosage. 

EASY TO Use. Usual adult dose is one 350 mg. tablet 3 times 
daily and at bedtime. 

supp.ieo: Bottles of 50 white sugar-coated 350 mg. tablets. 


Literature and samples on request. 


e 
WALLACE LABORATORIES, NEW BRUNSWICK, N. J. WY, 








342 


ent, a great deal may be done fer the benefit 
of the patient by joint manipulation, even 
though it has no direct effect upon the main 
pathological condition present. 


The osteopathic position is that osteopathy’s 
training and education fall within the scope and 
character of modern scientific medicine. The 1955 
American Medical Association report itself stated 
that the courses in the colleges dealing with the 
musculoskeletal system and manipulative therapy 
did not interfere with “the achievement of sound 
medical education.”” The unlimited practice of 
medicine and surgery in some states for as long 
as 60 years, and in Florida for over 30 years, in 
the care and treatment of disease supports this 
position. There does not appear to be any greater 
problem involved in the integration of manipula- 
tion with drugs and surgery in the osteopathic 
profession than there is in the use of physical 
medicine by the medical profession. 


The American Medical Association, the American 
Osteopathic Association, and the Relationships 
of Doctors of Medicine and Doctors 
of Osteopathy 


For a long period of time, the American Medi- 
cal Association, under its Code of Ethics, has 
declared that the practice of osteopathy consti- 
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tutes ‘“‘cultist” healing and that, therefore, volun- 
tary associations between doctors of medicine and 
doctors of osteopathy are unethical. This ruling 
does not prohibit “involuntary associations” be- 
tween them.!? Where by public law, regulation, 
or health needs of patients doctors of osteopathy 
and doctors of medicine are required to or must 
associate together, the American Medical Asso- 
ciation does not in any way prohibit such joint 
activity because it is involuntary. Thus, doctors 
of osteopathy attend postgraduate education at 
such medical schools as the University of Colorado 
School of Medicine, University of California 
School of Medicine and University of Washington 
School of Medicine, and staff jointly a minimum 
of some 75 public hospitals operated by counties 
or cities throughout the country. In add'tion, 
certain private hospitals are jointly staffed by 
doctors of medicine and doctors of osteopathy; 
for example, Rio Hondo Hospital in Downey, 
Calif., is approved for the training of interns by 
the American Osteopathic Association. 

The Code of Ethics of the American Medical 
Association is construed differently throughout the 
country by the various state medical societies and 
medical organizations. The Kansas Medical So- 
ciety, for example, holds that voluntary relation- 
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ships between doctors of medicine and doctors of 
osteopathy are ethical and that there is no ethical 
prohibition preventing joint activities of doctors 
of medicine and doctors of osteopathy based 
apparently upon the health needs of the people. 
The Mayo Clinic of Rochester, Minn., will accept 
referrals of patients and send reports back to 
doctors of osteopathy, but some other medical 
institutions will not. Doctors of osteopathy in 
New England and interns at the Massachusetts 
Osteopathic Hospital attend postgraduate courses 
given by the Post-Graduate Medical Institute, 
Boston, Mass., a school carried on by leading 
medical organizations and schools in Massachu- 
setts. Doctors Hospital, an osteopathic hospital 
in Columbus, Ohio, has a part of its basic science 
instruction in its residency programs presented by 
instructors of the Ohio State University College 
of Medicine, a medical school approved by the 
American Medical Association. 


In the years between 1952 and 1955, the 
Committee for the Study of Relations Between 
Osteopathy and Medicine of the American Medi- 
cal Association and the Conference Committee of 
the American Osteopathic Association met and 
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discussed the matter of the relationships between 
the professions. The first report of these con- 
ferences was published in the June 20, 1953, issue 
of the Journal of the American Medical Associa- 
tion and the second report in the July 2, 1955 
issue of that. Journal. 

The position of the American Medical Asso- 
ciation itself was stated to be: 

The American Medical Association is dedicated 

to the purpose of improving the health and 

medical welfare of the American people. The 

osteopathic profession supplies medical care to 
millions of Americans. In many areas, the only 
immediately available medical care is by osteo- 
paths. . . . The past of Osteopathy is unim- 
portant. Its present, and particularly its future, 

are important to the medical care of the Ameri- 

can people. 

The American Medical Association reports 
previously referred to were prepared by a com- 
mittee which included in its membership, at one 
time or another, members of the Board of 
Trustees of the American Medical Association, the 
present Executive Vice President of the American 
Medical Association, the immediate past chairman 
of the Board of Trustees of the American Medi- 
cal Association, the present chairman of the 

(Continued on page 350) 
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Board of Trustees of the American Medical 
Association, a past president of the American 
Medical Association, and other medical educators 
and leaders of the profession. 


At the June 1955 meeting of the House of 
Delegates of the American Medical Association, 
the recommendations of its Committee for the 
Study of Relations Between Osteopathy and 
Medicine failed to receive the approval of the 
House of Delegates by a vote of 101 to 80. At 
the June 1958 meeting of the House of Delegates, 
a resolution requesting that the matter of the 
relationship between doctors of medicine and 
doctors of osteopathy be further studied by the 
House of Delegates was introduced by a delegate 
representing the Missouri State Medical Associa- 
tion. This resolution made reference to the pre- 
vious study of the Committee for the Study of 
Relations Between Osteopathy and Medicine and 
requested that the matter of relationships be- 
tween doctors of medicine and doctors of osteop- 
athy be given further consideration. The reso- 


lution was not acted upon by the House of Dele- 





VotuME XLVI 
NuMBER 3 


gates. In Minneapolis in December 1958 at the 
Clinical Meeting of the American Medical Asso- 
ciation, the following action was taken: 


Osteopathy: No. 10.—Dr. Wendell C. Stover, 
Indiana, introduced a resolution which requested 
the House of Delegates of the American Medical 
Association to recognize that the constituent 
medical associations have the right to establish 
the relationship of the medical profession to the 
osteopathic profession within their respective 
states. 


The Reference Committee on Medical Education 
and Hospitals discussed the resolution at great 
length; it noted with favor that the American 
Osteopathic Association has amended its objec- 
tives as stated in its Constitution by deleting 
reference to the cultism of Andrew J. Still. How- 
ever, the committee did not believe the resolu- 
tion offered the appropriate solution to this prob- 
lem and therefore recommended that (1) the 
resolution not be approved, (2) that the Judicial 
Council be requested to review the past pro- 
nouncements of the House of Delegates with 
respect to osteopathy and the status of the laws 
of the various states in this regard, and (3) 
that the Judicial Council, if possible, present its 
report and recommendations at the next meet- 
ing of the House.14 


The special report on the subject of osteop- 
athy, made by the Judicial Council to the House 
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TELEPHONE 2-8504 
CAN AT PLATT 
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TAMPA 1, FLORIDA 





Appear ance... Ver satility 


Burdick EK-III Dual-Speed 
Electrocardiograph 


The all-new Dual-Speed EK-III sets a new stand- 
ard in high fidelity electrocardiography for record- 
ing the fine details of rapid small deflections. 
With its sensitive recording system the dual-speed 
paper drive with 50 mm. per second speed to en- 
large the horizontal dimensions of heart complexes 
becomes highly important. Switch from standard 
25 mm. to 50 mm. and back again with no transi- 


tional lag. 


Special Features: 

Simplified top-loading paper drive, single 4-position 
Amplifier/Record switch, convenient ground indica- 
tor, all-new single-tube stylus, jacks for cardioscope 
and D.C. Input connections, rapid lead selection, 
standard 50 mm. records, modern, clean design. 
Without sacrificing quality or utility, the EK-III 
unit is compact and weighs only 22% pounds. 
Call or write us for full details; and if you wish 
we will be glad to demonstrate the EK-III in 


your office. 


Cinderson Surgical Supply Co. 


ESTABLISHED 1916 


TELEPHONE 5- — 
9th ST. & 6th AVE 
ST. PETERSBURG, FLORIDA 
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In the menopause... 
transition 








wens (equine) 
Supplied in two potencies for dosage flexibility: 
MILPREM-400, each coated pink tablet cbntains 400 mg. Miltown 
(meprobamate) and 0.4 mg. conjugated estrogens (equine). 
MILPREM-200, each coated old-rose tablet contains 200 mg. 
Miltown and 0.4 mg. conjugated estrogens (equine). 
Both potencies in bottles of 60. 


Literature and samples on request. 








CMP-9224-63 


without tears 





Milprem promptly relieves emotional distress 


with lasting control of physical symptoms 


Milprem: 


In minutes, Milprem starts to ease anxiety and 
depression. It relieves insomnia, relaxes tense muscles; 
alleviates low back pain and tension headache. As the 
patient continues on Milprem, the replacement of estrogens 
checks hot flushes and other physical symptoms. 

Easy dosage schedule: One Milprem tablet t.i.d. 

in 21-day courses with one-week rest periods; during the 
rest periods, Miltown alone can sustain the patient. 
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HATEVER your first requi- 

sites may be, we always 

endeavor to maintain a 
standard of quality in keeping 
with our reputation for fine qual- 
ity work — and at the same time 
provide the service desired. Let 
CONVENTION PREss help solve 
your printing problems by intelli- 
gently assisting on all details. 


QUALITY BOOK PRINTING 
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PRESS 
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provides therapeutic levels... 


JUST ONE TABLET DAILY 


for 24 hours . «6 





with low incidence of sensitivity reactions . 
WHENEVER SULFAS ARE INDICATED 
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Sulfamethoxypyridazine Lederie 


0.5 Gm. TABLETS /NEW ACETYL PEDIATRIC SUSPENSION 





LEDERLE LABORATORIES, a Division of 


AMERICAN CYANAMID COMPANY, Pear! River, New York 


STATE NEWS ITEMS 











Dr. Reuben B. Chrisman Jr. of Coral Gables 
and Dr. Homer L. Pearson Jr. of Miami have 
been appointed general chairmen for the annual 
meeting of the American Medical Association 
scheduled June 13-17, 1960 at Miami Beach. 
Drs. Franklin J. Evans and Robert P. Keiser of 
Coral Gables will serve as associate chairmen. 


Sw 
Dr. Louis M. Orr of Orlando, President of 
the American Medical Association, will be one of 
the principal speakers at the Tennessee Valley 
Medical Assembly being held September 28-29 
at the Read House in Chattanooga. The title of 
Dr. Orr’s address will be “The Decisive Edge.” 
a 
Dr. Richard C. Cumming of Ocala was prin- 
cipal speaker at the recent dedication of the new 
George E. Weems Memorial Hospital at Apalachi- 
cola. Dr. Cumming appeared as a member of the 
advisory committee on hospitals of the State De- 
velopment Commission. 
aw 
Dr. Theodore W. Hahn of Deerfield Beach 
has been engaged in postgraduate work at Jack- 
son Memorial Hospital in Miami. 


Zw 
Dr. Richard T. Farrior of Tampa has re- 
turned from New Orleans where he presented a 
paper at a meeting held in the New Orleans Plas- 
tic Surgery Hospital. 
aw 
Dr. Reuben Zucker of Orlando has been pre- 
sented a bronze medallion by the Waterbury 
Heart Association “in appreciation of distinguish- 
ed service and leadership in advancing the heart 
program” in the Connecticut city. 


Sw 
Dr. Oren A. Ellingson of Tampa has returned 
from an extensive trip to South America where he 
visited various clinics and hospitals. 
ca 
Dr. Ray C. Wunderlich of St. Petersburg has 
been awarded a Wyeth Laboratories pediatric 
residency fellowship. Dr. Hugh A. Carithers of 
Jacksonville is a member of the committee which 
selects recipients of the fellowships. 


aw 
The Mid-Atlantic Meeting of the Internation- 
al College of Surgeons has been scheduled for 
November 16-18 at the Homestead Hotel, Hot 
Springs, Va. 
(Continued on page 370) 
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SQULL . HYDROPROGESTERONE CAPROATE 


ELALUTIN offers these advantages over other progestational agents: 


improved 
progestational 
therapy 





- long-acting sustained therapy 

+ more effective in producing and maintaining a completely matured 
secretory endometrium 

+ né androgenic effect 

* more concentrated solution requiring injection of less vehicle 

+ unusually well-tolerated, even in large doses 

+ fewer injections required 

« low viscosity makes administration easier 



















DELALUTIN is also potent and safe therapy for: threatened abortion; postpartum after- 
mins; amenorrhea, primary and secondary; dysfunctional uterine bleeding not associated 
ith genital malignancy; infertility with inadequate corpus luteum function; production of 
secretory endometrium and desquamation during estrogen therapy; premenstrual tension; 
dysmenorrhea; cyclomastopathy, mastodynia, adenosis and chronic cystic mastitis. 


Administration and dosage: Supply: 

ause of its low viscosity, Delalutin may be admin- Delalutin is available in vials of 2 and 10 cc., 
istered with a small gauge needle (deep intragluteal each containing 125 mg. of hydroxyproges- 
injection). Complete information on administration terone caproate in sesame oil, and benzyl 
and dosage is supplied in the package insert. benzoate. 


hof these healthy, normal babies was born by a mother with a documented previous history 
rue habitual abortion, who was treated during her most recent pregnancy with DELALUTIN. 
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Whenever 
the diet is faulty, 
the appetite poor, 
or the loss of food 
is excessive 


through vomiting 
or diarrhea— 


lentine’ 
Vailentine’s 
MEAT EXTRACT 


stimulates the appetite, 
increases the flow of 
digestive juices, 

provides: supplementary 
amounts of vitamins, minerals 
and soluble proteins, 


extra-dietary vitamin By, 
protective quantities of 
potassium, in a palatable and 
readily assimilated form. 


conditions: 


» Vee 


Supplied in bottles of 2 or 6 fluidounces. 


Dosace is 1 teaspoonful two or three times 
daily; two or three times this amount for 
potassium therapy. 


VALENTINE Company, Inc. 


RICHMOND 21, VIRGINIA 





VotumeE XLVI 
NuMBER 3 


(Continued from page 358) 
The 45th annual clinical congress of the 


American College of Surgeons will be held in 
Atlantic City, September 28-October 2 with head- 
quarters in Convention Hall. More than 10,000 
Fellows of the College and guests from all over 
the world are expected to attend. 


a 
Dr. Leo M. Wachtel of Jacksonville, Presi- 
dent-Elect of the Florida Medical Association, 
will be in Oklahoma City, October 2 where he will 
present an address entitled “People Who Live in 
Glass Houses Shouldn’t” as 2 part of the Sympo- 
sium on the Senior Citizen sponsored by the De- 
partment of Postgraduate Education of the Uni- 
versity of Oklahoma Medical Center. On October 
11, Dr. Wachtel] is scheduled to address a meeting 
of the Alabama Academy of General Practice 
in Birmingham and on October 22 he will be in 
Miami Beach for the annual meeting of the 
Medical-Dental-Hospital Bureaus of America 
where he is to present an address on “The Four 
Freedoms in Medical Practice.” 
4 
An International Symposium on Griseofulvin 
and Dermatomycoses will be held at the Univer- 
sity of Miami Schoo] of Medicine, October 26-27. 
Under the sponsorship of the Department of 
Medicine, 50 American and foreign authorities will 
discuss the mechanism of action of griseofulvin, 
its experimental toxicology, and its use in fungus 
diseases of the hair, skin and nails. Information 
may be obtained from Dr. Harvey Blank, Pro- 
fessor of Dermatology, University of Miami 
School of Medicine, Miami. 
Zw 
Dr. William C. Thomas Jr. of Gainesville, 
Assistant Professor of Medicine and Director of 
Postgraduate Education of the College of Medi- 
cine, University of Florida, will be one of the 
principal speakers at the Twenty-Fourth Pied- 
mont Post Graduate Clinical Assembly scheduled 
for September 16-17 at the Clemson House in 
Clemson, S. C. 


The postgraduate course “Introduction to 
Clinical Electrocardiography” wil] be offered by 
Mount Sinai Hospital, Miami Beach, October 5 
to December 28. The faculty is composed of Drs. 
Victor H. Kugel, Director; William H. Bern- 
stein; Milton E. Lesser; David A. Nathan; Philip 
Samet, and Paul N. Unger. Since enrollment is 
limited, it is important that registration be made 
promptly with Mount Sinai Hospital, 4300 Alton 
Road, Miami Beach. The tuition fee is $25. 
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“the G-I tract 
is the 
barometer 
of the mind...” 


Belbarb 

soothes the agitated mind 
and calms the G-I spasm 
through the central effect 
of phenobarbital and the 
synergistic action of 
fixed proportions 

of natural belladonna 
alkaloids on the 
gastrointestinal tract. 





SEDATIVE ANTISPASMODIC 


20 years of clinical satisfaction 


Belbarb No. 1; Belbarb No. 2; Belbarb Elixir; Belbarb-B; Belbarb Trisules 


CHARLES QE COM PANY, Richmond, Virginia 
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JUST ONE TABLET DAILY 





provides therapeutic levels ... for 24 hours... 
with low incidence of sensitivity reactions . 
WHENEVER SULFAS ARE INDICATED 
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pyridazine Lederie 


0.5 Gm. TABLETS /NEW NEW ACETYL PEDIATRIC SUSPENSION 


LEDERLE LABORATORIES, a Division of 
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COMPONENT SOCIETY NOTES 











Broward 


The Broward County Medical Association’s 
second annual dinner for retired physicians liv- 
ing within the community has created much en- 
thusiasm in this group. In fact, steps toward the 
organization of these members of the medical 
profession in this.area are now under considera- 
tion as a result of these meetings. 

The dinner this year was held at the Beach 
Club Hotel in Fort Lauderdale late in May with 
27 guests from 17 states honored; one 97 and one 
94 years of age. Others were in the 80’s and late 
70’s. A warm welcome was extended by Dr. Miles 
J. Bielek, president of the Association. 

Past presidents also were honored at the 
dinner. Each was presented a certificate of ap- 
preciation for his services to organized medicine 
and to his community. 


Lake 


The June meeting of the Lake County Medi- 
cal Society was held at the Elks Club in Lees- 


(Continued on page 378) 





‘The Siatinetivs PREMIERE s oite 








Saar 


By #lamiltorn. 


Smartly styled and finished entirely in lifetime 
materials. Wood-grained Formica in gray or 
cream, satin-finish stainless steel and bright 
chrome create a contemporary, fully Profes- 
sional atmosphere—and the Premiere will keep 
its dignified look for a lifetime. Five essential 
pieces in the suite; table, instrument cabinet, 
treatment cabinet, waste receptacle and stool. 
The table is extra large and has a new contour 
upholstered top to give patients more comfort 


and security. Other innovations on the table include adjustable chrome legs for leveling or 
raising the table. The usual features of Hide-A-Roll, treatment basin and pull-out step are included. 
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day and night—wulcer control with B.I.D. dosage 





Just one 10 mg. Daricon tablet in the morning, and one at night before retiring, keeps 
your patient free from the pain and discomfort caused by gastrointestinal spasm, hyper- 
motility, and hypersecretion. 

Daricon is a remarkably potent and well tolerated antisecretory/antimotility agent. Its 
naturally prolonged action provides day and night relief of pain and symptoms associated 
with peptic ulcer, functional bowel syndrome, biliary tract dysfunctions, and other gastroin- 
testinal disorders characterized by spasm, hypermotility, and hypersecretion. 


* 
youre”  DARICON 
CASES RESPOND 

; _o™ oxyphencyclimine hydrochloride 
Science for the world’s well-being References: 1. Finkelstein, M., et al.: J. Pharmacol. 
& Exper. Therap. 125:330 (April) 1959. 2. McHardy, 
G., et al.: Postgrad. Med., in press. 3. Winkelstein, A.: 


Pfizer Laboratories con erry ey in pane 4. meng ce i 
goa et al.: Presented at Fa eeting, Amer. Soc. Pharmacol. 
Division, Chas. Pfizer & Co., Inc. & Exper. Therap., 1958. 5. Leming, B.: Clin. Med. 


Brooklyn 6, New York 6:423 (March) 1959. “Trademark 
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(Continued from page 372) 
burg. There was no scheduled speaker; a social 
hour, dinner and business session made up the 
program. The next meeting of the Society was 
announced for the first of September. 
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RADIUM 


(Including Radium Applicators) 
FOR ALL MEDICAL PURPOSES 
Est. 1919 





NEW MEMBERS 





Quincy X-Ray and Radium 











The following doctors have joined the State 
Association through their respective county medi- 
cal societies. 


Baumann, David P., Tampa 

Denton, Peyton S., Palm Beach 
Gillette, Harriet E., Gainesville 
Harrison, William H. Jr., Daytona Beach 
Hendrickson, Floyd C., Key West 
Johannsen, Max W., Palm Beach 
Lipinski, Stanley W., Lakeland 
Lipton, Alan A., Miami 

Mahrer, Martin P., Miami 

Neill, John S., Tampa 

Nikolaus, Donald G., Dunedin 

Peck, Leatrice K., Hollywood 

Scott, Walter P., Jacksonville 

Winslow, Kenneth L., Fort Lauderdale 


Laboratories 
(Owned and Directed by a Physician.Radiologist) 


HAROLD SWANBERG, B.S., M.D., Director 
W. C. U. Bldg. Quincy, Illinois 

















THE DUVALL HOME 
for RETARDED CHILDREN 


A home offering the finest custodial care with a 
happy home-like environment. We specialize in the 
care of infants, bed-ridden children and Mongoloids. 


For further information write to 
MRS. A. H. DUVALL GLENWOOD, FLORIDA 
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your facilities. It’s simple—just ha 


and have the finest facilities at the 


Jacksonville — Orlando — 





Lease your equipment and save your cash! Check with your Medical 


Supply representative on the new way to outfit your office or modernize 


and pay a monthly rental fee. Let us show you how to save money 


Medical Supply Company 


at MEDICAL SUPPLY CO:! 


ve the equipment you need delivered 


same time . . - youll be amazed! 


St. Petersburg — Gainesville 
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>RGANIZATION 
Florida Medical Association............ 
Florida Specialty Societies.............. 
Academ:’ of General Practice........ 
IE SII ccc earernspcsncssenestcescte 
Anesthesiologists, Soc. of................ 


Chest Piys. Am. Coll., Fla. Chap... 
Dermatology, Soc. oOf..................00 
Health Officers’ Society.................... 
Industrial and Railway Surgeons.... 
eee! iemcime.....................-...-... 
Neurosurgical Society........................ 
Ob. and Gynec. Society.................... 
Ophthal. & Otol., Soc. of................ 
Sememedic SOCwty.................c.00s000. 
Pathologists, Society of.................... 
OS a 
Plastic & Reconstructive Surgery.... 
Proctologic Society.......................:0 
Peanatric Sockety....................0.s-0-0 
Radiological Society.......................... 
Surgeons, Am. Coll., Fla. Chapter.. 
Surgeons, General, Fla. Assn. ........ 
SRCEE  THCMEET 5..552s0cnccsnesvnccsssorere 
Florida— 

Basic Science Exam. Board............ 
Blood Banks, Association................ 
Blue Cross of Florida, Inc............. 
Blue Shield of Florida, Inc............. 
Cancer Council 
Diabetes Association.......................... 
Dental Society, State....................... 
Geet ASUDCIBIIOM.............::00csesccssenase. 
Hospital Association.......................... 
Medical Examining Board................ 
Nurses Association, State................ 
Pharmaceutical Assn., State............ 
Public Health Association 
NN ROTO 
Tuberculosis & Health Assn............. 
Wee S ~AGRIMRIY...........:.-0:s000s0000052 


American Medical Association........ 
A.M.A. Clinical Session................ 
Southern Medical Association......... 
Alabama Medical Association.......... 
Georgia, Medical Assn. of................ 
Fla. Chap. Arthritis & Rheuma- 
Sen POwmaatsen.............:.<....00:..003., 
S. E. Hospital Conference................ 


S. E. Am. Urological Assn............... 
Southeastern Allergy Assn............... 
Southeastern Surgical Congress 





Gulf Coast Clinical Society............... 











Raiosh W. Jack, BMiemi.................... 


Walter J. Glenn Jr., Ft. Lauderdale 
James H. Putman, Miami................ 
George C. Austin, Miami................ 


Bruce M. Esplin, Miami................ 
Chester L. Nayfield, Winter Haven 
Lloyd J. Netto, W. Palm Beach.... 
Lawrence E. Geeslin, Jacksonville 
W. Tracy Haverfield, Miami.......... 
Homer L. Pearson, Jr., Miami........ 
G. Dekle Taylor, Jacksonville........ 
Elwin G. Neal, Miami Shores........ 
James B. Leonard, Clearwater...... 
B. A. Dobbins Jr., Ft. Lauderdale 
Clifford C. Snyder, Miami................ 
Don C. Robertson, Orlando............ 


Russell D. D. Hoover, W. P. Bch. 
George W. Morse, Pensacola.......... 
C. Burling Roesch, Jacksonville... 
Edwin W. Brown, W. Palm Beach 


P. A. Vestal, Winter Park................ 
Leo L. Foster, Tallahassee.............. 
Mr. C. DeWitt Miller, Orlando.... 
Russell B. Carson, Ft. Lauderdale 
Joseph J. Zavertnik, Miami............ 
J. J. Lowenthal, Jacksonville........ 
A. D. Farver, Miami Beach............ 
Sidney Davidson, Lake Worth........ 
Ted L. Jacobsen, Clearwater........ 
George S. Palmer, Tallahassee........ 
Mrs. Idalyne Lawhon, Tampa 
Rufus Thomas, New Smyrna Bch 
A. Y. Covington, Starke................ 
Charles F. Tate Jr., Miami.............. 
Ernest A. Lilley, Lakeland.............. 
Mrs. W. J. Newcomb, Pensacola.... 


Louis M. Orr, Orlando.................... 


Milford O. Rouse, Dallas, Texas.... 
William R. Carter, Repton, Alla..... 
Luther H. Wolff, Columbus, Ga..... 


John P. Mozur, Miami.................... 
Oscar S. Hilliard, Ft. Oglethorpe, 

I er ak a ae ea 
Lawrence Thackston, Or’burg, S.C. 
C. P. Wofford, Johnson City, Tenn 
M. M. Copeland, Washington, D.C. 





William J. Atkinson, Mobile, Ala 
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SECRETARY 


ANNUAL MEETING 





A. MacKenzie Manson, Jacks’ville 
Ben A. Johnson Jr., Jacksonville 
George H. Mix, Lakeland................ 
Jack H. Bowen, Jacksonviile........ 
L. L. Parks, Jacksonville................ 
John H. Mitchell, Jacksonville...... 
Charles K. Donegan, St. Petersburg 
Edward J. Sullivan Jr., Jack’ville.. 
Sam W. Denham, Jacksonville........ 
Joseph W. Taylor Jr., Tampa........ 
Richard A. Worsham, Jacksonville 
John A. Shively, Bradenton............ 
Camillus S. L’Engle, Jacksonville 
Bernard L.N. Morgan, Jacksonville 
Matthew A. Larkin, Miami............ 


John P. Ferrell, St. Petersburg...... 
C. Frank Chunn, Tampa................ 
Thad Moseley, Jacksonville............ 
Wm. A. VanNortwick, Jacksonville 


M. W. Emmel, Gainesville................ 
Wilma Holt, Pensacola.................... 
Mr. H. A. Schroder, Jacksonville 
John T. Stage, Jacksonville............ 
Lorenzo L. Parks, Jacksonville... 
Morris B. Seltzer, Daytona Bch..... 
Richard Chace, Orlando.................... 
Mrs. E. D. Pearce, Miami................ 
Joseph F. McAloon, Hollywood.... 
Homer L. Pearson Jr., Miami........ 
Mrs. Maurine Finney, Miami........ 
Mr. R. Q. Richards, Fort Myers.. 
N. J. Schneider, Jacksonville.......... 
Allen Y. DeLaney, Gainesville........ 
Mrs. R. H. McIntosh, Pert St. Joe 
Mrs. Max Suter, Jacksonville........ 


F. J. L. Blasingame, Chicago........ 


V. O. Foster, Birmingham................ 
Douglas L. Cannon, Montgomery 
Chris J. McLoughlin, Atlanta........ 


J. Charles McKee Jr., Miami........ 
Glenn Hogan, Atlanta......0.00000000000..... 


S. L. Campbell, Orlando.......... ome 
Kath. B. MacInnis, Columbia, S.C. 
B. T. Beasley, Atlanta 

Dan Sullivan, Mobile, Ala. 








Jacksonville, April 8-11, 60 


Miami Bch., Oct. 29-Nov. 1 
Jacksonville, April 8-11, ’60 
Miami Beach, Oct. 4, ’59 


Jacksonville, April 8-11, 60 


Jacksonville, April 8-11, ’60 
W. Palm Beach, Dec. 5-6, ’59 
Jacksonville, April 8-11, ’60 


Chicago, Sept. 1959 
Jacksonville, Nov. 12-15, ’59 


Gainesville, Nov. 7, ’59 
Clearwater, May 13-15, ’60 
Jacksonville, Dec. 2-4, ’59 


Jacksonville, April 10, ’60 
Miami Bch., Oct. 29-30, ’59 
Miami Bch., May 15-18, ’60 
Miami, April 30, ’60 
Jacksonville, Dec. 2-4, ’59 


Orlando, Oct. 13-16, ’59 
Tampa, May 15-18, ’60 
Tampa, Sept. 24-26, ’59 
Tampa, April 22-23, ’60 

” ” ” ” ” 


Jacksonville, Apr. 8-11, ’60 

Miami Beach, June 13-17, ’60 
Dallas, Texas, Dec. 1-4, ’59 
Atlanta, Ga., Nov. 16-19, ’59 
Mobile, Ala., April 21-23, ’60 
Columbus, Ga., May 1-4, ’60 
Miami Beach, May 3-7, ’60 
Jcks’ville, March 13-16, ’60 


N. Orleans, March 21-24, 60 


ous 5 Mobile, Ala., Oct. ’59 
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MIAMI MEDICAL 
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Medical Director and 


therapy, Insulin, Electroshoc 
Diathermy and Physiotherapy 
Adequate facilities for recreat 


yacht. 
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1861 N.W. South River Drive 
Phones 2-0243 — 9-1448 
A private institution for the treatment of ner- 
vous and mental disorders and the problems of 


drug addiction and alcoholic habituation. Mod- 
ern diagnostic and treatment procedures—Pscho- 


activities. Cruising and fishing trips on hospital 


Information on request 
Member American Hospita 
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Officers and Committees 
OFFICERS ADVISORY TO BLUE SHIELD 
RALPH W. JACK, M.D., President.......... Miami ROBERT E. ZELLNER, M.D., - =. B-60.... Orlando 
LEO M. WACHTEL, M.D., Pres.-Elect.. Jacksonville \RYANG-M., ESSRIG, MD. (Ak Oca gg Lampe 
aes staat M.D., Ist Vice Pres., —— WHITMAN C. pMcCONNELL. MD... ‘ * Petersburg 
. HARRELL, M.D., 2nd Vice Pres.. .Ocala ‘Rae Miami 
, ; HAROLD E. WAGER, M.D.....A-61 P City 
RALPH M. OVERSTREET JR., M.D., CHARLES F. McCRORY, MD.. Bi 277 Jacksonville 
" Sh re West Palm Beach {ON 8. STEWART, M. BC+ Fort Myers 
AMUEL M. DAY, M.D., ALD F. » M.D....D-61 Miami 
Secretary-Treasurer ................. Jacksonville JOHN J, CHELEDEN MD Tw Bisa 
HUBE COLEMAN, Avon Park 
EXECUTIVE DIRECTOR ke we KeicHum, hy — gg Miami, te 
W. HAROLD PARHAM..........sc0- Jacksonville jaMES R. BOULWARE JR., M.D...Cé ioe atic 
RALPH M. OVERSTREET JR., M.D... “tS 63...West Palm Beach 
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